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I can perhaps interest the members of this Society by bringing to 
their attention the results of my investigations concerning the nature 
and treatment of pernicious vomiting of pregnancy. Some of you 
may recollect my monograph upon the subject which i in 
1905, in which I reviewed the literature and reported my observations 
concerning certain pathological and metabolic changes occurring in 
the disease. The following year I still further elaborated my views 
in an article entitled “'Toxemic Vomiting of Pregnancy.” 

Since that time I have written nothing further upon the subject, 
but I have had an opportunity to observe a considerable number of 
cases, which I have studied as thoroughly as possible. This increased 
experience has served to confirm in great part my original views, but 
at the same time it has forced me to recognize that some of my 
conclusions were too far-reaching, and consequently are in need of 
revision. It is my purpose upon this occasion to discuss with you, 
frankly and informally, various aspects of the subject, and then to 
indicate to what extent my original conclusions must be modified, 

In my original articles I held that the evidence then available 
justified the classification of cases of pernicious vomiting into three 
groups—reflex, neurotic and toxemic. I made no contribution to 
our knowledge of the first two varieties, but I pointed out that the 
toxeemic form should be sharply differentiated from others, as it is 
associated with profound degenerative lesions in the liver and kidneys, 
as well as with striking changes in metabolism, which are charac- 
terized by a marked distortion in the nitrogenous partition, more 
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particularly manifested by an increase in the proportion of the total 
nitrogen excreted as ammonia. This so-called ammonia co-efficient, 
which in normal pregnant women varies between 3 and 5 per cent., 
may become markedly increased, rising in one of my cases to as high 
as 48 per cent. After discussing the various factors which might be 
concerned in bringing about such changes, I was obliged to confess my 
ignorance concerning the mode of production of the high ammonia 
co-efficient, but I held that it indicated the existence of a toxemia, 
and concluded that when it exceeded 10 or 15 per cent. it should be 
regarded as an indication for the prompt termination of pregnancy. 

Accordingly, I recommended the utilization of the ammonia co- 
efficient as a means of diagnosis, and held, if it were markedly 
elevated in a given case of pernicious vomiting, that one had to deal 
with the toxemic type; while if it were normal the diagnosis lay 
between the reflex and neurotic variety; the differentiation between 
the latter being made by the presence or absence of palpable 
abnormalities of the generative tract. The diagnosis having been 
established, treatment followed as a matter of course. In the reflex 
variety, relief followed the correction or removal of the abnormality 
of the internal genitalia; in the neurotic variety cure should be 
promptly effected by suggestive treatment, rest in bed, and forced 
feeding; while in the toxemic variety prompt interruption of 
pregnancy was essential in order to check the underlying toxemia, 
and, if possible, to give Nature a chance to bring about repair of the 
organic lesions. 

The immediate result of these teachings was a marked reduction 
in the number of cases requiring the induction of abortion; the 
discovery that most cases of serious vomiting were neurotic in 
origin, and therefore amenable to suggestive treatment; and, finally, 
the recognition that the reflex variety of vomiting occurred but 
rarely, and even when cure followed the correction or removal of the 
condition which was supposed to give rise to the reflex irritation, 
that one remained uncertain whether it was the result of the treat- 
ment employed or was merely due to its suggestive influence. 

In my original article I was not dogmatic concerning the signifi- 
cance of a high ammonia co-efficient, but, in justice to myself, I feel 
that I should direct your attention to what I said in that connection 
in 1905, more particularly because certain of my critics appear to 
have assumed that I held that the only explanation for such a 
finding was the existence of a toxemia complicating the early months 
of pregnancy. 

— In view of the fact that in fatal cases the liver presents evidences 
of extensive fatty degeneration, and occasionally of central necrosis 
of the individual lobules, quite as extensive as in advanced stages of 
acute yellow atrophy, I suggested that the high ammonia,co-efficient 
might be due to the inability of the diseased organ to effect complete 
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oxidation of the nitrogenous material brought to it; but at the same 
time I was well aware that such an explanation was more than 
problematical, as we possessed abundant evidence to prove that the 
preservation of relatively minute quantities of liver tissue may suffice 
for the ordinary purposes of metabolism. I also pointed out that 
similar variations in metabolism had been observed in acute yellow 
atrophy of the liver, as well as in cases of poisoning by phosphorus. 
Furthermore, I directed attention to the high ammonia co-efficient 
observed in diabetes and other varieties of acidosis, and also stated 
that it was observed in certain forms of gastro-enteritis in children, 
as well as in adults suffering from starvation, and, finally, that it 
might even follow radical changes in the diet of perfectly normal 
individuals, 

After adducing these facts, I cautiously concluded as follows :— 
“This being the case, I feel at present that I must remain content 
with demonstrating that in certain cases of toxemic vomiting of 
pregnancy there is a marked disturbance in metabolism, which is 
manifested by a great increase in the ammonia co-efficient, and that 
it must be left to future investigations to determine whether the 
change is directly due to the inability of the diseased liver to effect 
complete oxidation, or whether it is a manifestation of an acid 
intoxication, or of some other condition. Moreover, we are absolutely 
ignorant concerning the nature of the toxic material concerned, and 
whether it is derived from the mother or fetus.” , 

Since expressing these views a very considerable literature has 
accumulated upon the subject, while my own experience has been 
increased by the careful study of nearly forty patients suffering from 
serious vomiting of pregnancy. I shall now proceed to consider the 
criticism to which my views have been subjected, and to indicate to 
what extent they are justified. 

My conclusions have been confirmed in general by Winter, 
Hofbauer, Czyzewicz, Edgar, Cragin and others; but at the same 
time they have been subjected to more or less criticism by Leathes, 
Longridge, Rand and Underhill, Whipple and Sperry, and M‘Donald. 
For the present it is unnecessary to consider critically the views of 
the former group of writers; but on account of the high standing and 
recognized merit of those in the latter group, it is essential to give 
respectful consideration to their views, which I am quite prepared to 
admit are in part justified, and, together with my own more extended 
experience, have caused me to modify my own views materially, 

Leathes, after directing attention to the fact that a high ammonia 
co-efficient may be due to various factors, and does not necessarily 
indicate impairment of the hepatic function, stated that before such 
a finding could be considered to possess any great diagnostic or 
prognostic significance in a given case of pernicious vomiting, 
it would be necessary to take various considerations into account, 
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particularly the low nitrogen content of the absorbed food, the 
imperfect nutrition due to incessant vomiting, and the loss of alkali 
in the vomit, aggravated, possibly, by the requirements of the foetus. 
Furthermore, he was inclined to predict that if in the future any 
prognostic significance could be attached to manifestations of 
perverted metabolism, it would probably be derived rather from 
variations in the ratio of the so-called “ undetermined nitrogen” 
than in the ammonia co-efficient. 

Longridge, in an excellent article which was based upon 
theoretical considerations rather than upon personal experience, was 
inclined to believe that the high ammonia co-efficient accompanying 
pernicious vomiting should be regarded as a manifestation of an acid 
intoxication incident to inanition rather than as indicating the 
existence of a toxemia. In any event, he held that the limit (10 to 
15 per cent.) which I had set as indicating the necessity for the 
termination of pregnancy was too low, as similar figures may be 
noted in normal individuals after a radical change in diet, At the 
same time, he stated that the entire question was still swb judice, and 
that it would be rash to express a definite opinion until additional 
evidence and experience became available. 

Rand and Underhill, in a very painstaking article, which was 
based upon the accurate metabolic study’ of four cases of serious 
vomiting of pregnancy, one of which presented an ammonia co- 
efficient of 47 per cent., expressed the belief that the urinary changes 
are identical with those observed in starvation, and are not necessarily 
indicative of the existence of a toxemic condition. Furthermore, 
they hold, in those cases in which inanition is a significant factor, 
that the exhibition of carbohydrates is of greater importance than 
proteid material. It should, however, be noted that in one of their 
cases induction of abortion was necessary in order to save the life of 
the patient; while in another instance Rand and Underhill did not 
consider that the patient was suffering from pernicious vomiting, but 
rather believed that the symptoms were feigned in the hopes of 
getting rid of an undesired pregnancy. 

Following the work of Howland, Whipple and Sperry made an 
extensive experimental study of the lesions associated with delayed 
chloroform poisoning, and found that they could produce at will 
extensive central necrosis of the liver lobules, identical with that 
observed in acute yellow atrophy of the liver, as well as many of the 
reported cases of vomiting. Consequently, they felt justified in 
inquiring whether it was not possible that the hepatic and renal 
changes observed in patients dying after abortion induced for the 
relief of vomiting of pregnancy might have resulted from poisoning 
by the chloroform used for anesthesia, rather than from a supposed 
specific toxemia. 

Finally, M‘Donald, in a letter to the editor of the Journal of the 
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American Medical Association objecting to an editorial in which the 
work of Ewing and myself had been favourably mentioned, stated 
that the differential study of the urinary nitrogen was of no value 
either from a diagnostic, prognostic or therapeutic point of view, as 
he held that “such conclusions are unwarranted by facts and un- 
supported by scientific men.” 

Although the tendency of most recent writers has been to assume 
that the underlying factor in the production of serious vomiting is a 
toxemia, which is in some way directly connected with the existence 
of pregnancy, a certain number have advanced other views, which 
should at least receive cursory mention. 

Thus, Chirié and Perrot incline to the belief that the ultimate 
factor consists in a perverted secretion of the corpus luteum. The 
evidence adduced in favour of this supposition is not conclusive, and 
to my mind the contribution is of interest only in that it renews the 
suggestions of Holladay, Pierrehughes and Turenne which were 
mentioned in my monograph. 

Following the suggestion of Mayer that certain dermatoses of 
pregnancy may be relieved by the intravenous injection of small 
quantities of serum obtained from normal pregnant women, Fieux 
and Dantin employed a similar procedure in a case of serious 
vomiting. As the patient began to improve immediately after the 
administration of the serum, they were inclined to attribute the cure 
to its use, and tentatively suggested that the supposed toxemia may 
be due to the lack of some substance which should normally be 
present in the serum. Their observation is of very considerable 
interest, but as similar results did not follow the adoption of the 
procedure in two of my patients, I am inclined to be somewhat 
sceptical of their interpretation, and would suggest that the improve- 
ment in the condition of their patient may have been due to 
suggestion. 

Lequeux considers that all cases of serious vomiting are associated 
with impaired hepatic function, and holds that an approximate idea 
of its extent may be gained by determining the glycolytic power of 
the liver. For this purpose he administers 1 gram. of sugar for each 
kilo. of body weight of the patient, and if glycosuria ensues he 
concludes that it affords evidence of such serious insufficiency of the 
liver as to justify the induction of abortion. The proposal is very 
interesting, but, unfortunately, my experience would indicate that it 
is not applicable to the type of cases concerning which information 
is most desired, as it is apparent that a patient who is vomiting 
everything she ingests will scarcely be able to retain a solution 
containing the requisite amount of sugar. 

Finally, it may be noted that Rebaudi and Siegmund have 
reported the recovery of apparently desperate cases following the 
administration of thyroid extract and adrenalin respectively. 
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Reverting to my own views upon the subject, I frankly admit that 
some of my original conclusions are in need of revision, 

In the first place, I am inclined to believe that all cases of 
vomiting of pregnancy, including the ordinary morning sickness, are 
due to an imperfect reaction on the part of the mother to the growing 
ovum. Whether this is a manifestation of the inability of her 
tissues to neutralize or render innocuous distinct chemical poisons 
originating in the ovum, or is due to a so-called “biological reaction,” 
or to some other mechanism, cannot be determined at this time. 
That some such connection will be demonstrated in the future I 
confidently believe, although at present it is impossible to adduce 
satisfactory evidence in support of such a contention. 

Notwithstanding this belief, I still hold that my original 
classification of reflex, neurotic and toxemic vomiting should be 
retained, as in my hands it has demonstrated its value from the 
standpoint of prognosis as well as of treatment. In the first two 
varieties I regard the toxeemic element merely as a predisposing 
factor, and the reflex or neurotic influence, as the case may be, as 
the determining cause of the condition. Support is lent to such a 
view by the observation that, if the latter be removed or overcome by 
appropriate treatment, the underlying disturbance is so slight as to 
give rise to no symptoms, or to disappear spontaneously, or in 
response to the employment of simple measures. On the other hand, 
in the toxemic variety the toxemia, with its accompanying organic 
lesions and perversion of metabolism, is the predominating factor, 
and must be constantly reckoned with in the treatment of the 
disease. 

In my experience neurotic vomiting is the variety most frequently 
encountered, and, fortunately, it is ordinarily readily amenable to 
treatment, although, as will be pointed out later, it may exceptionally 
terminate in death by starvation if too long neglected. On the other 
hand, increased experience has led me to conclude that the frequency 
and importance of the reflex type has been greatly exaggerated. 
Doubtless vomiting may cease after applications to the cervix, the 
replacement of a retroflexed uterus, or the removal of an ovarian 
cyst. Notwithstanding such results, however, I have become more 
and more sceptical concerning the part played by reflex influences, 
and now hold that a large part of the curative effect of procedures 
aiming at overcoming them should be attributed to their suggestive 
influence. That such a supposition is not entirely theoretical .is 
shown by the fact that in several instances of moderately severe 
vomiting, complicated by retroflexion of the uterus, I have noted 
that relief has followed the reposition of the organ and the introduc- 
tion of a pessary, although a subsequent examination showed that the 
uterus had returned to its original abnormal position, 

The toxemic type of vomiting occurs much less frequently than 
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the neurotic, but its incidence is considerably greater than that of 
the reflex variety. Unfortunately, its diagnosis is not so simple as 1 
had originally believed, but its prognosis is quite as serious; and 
I still hold that it is practically the only variety of vomiting which 
necessitates the artificial termination of pregnancy, and even then a 
successful outcome is not assured. 

I admit that increased experience has demonstrated the necessity 
for a radical revision of my views concerning the significance of a 
high ammonia co-efficient. In the first place, I have to acknowledge 
that one of 10 or 15 per cent. does not justify a diagnosis of toxemic 
vomiting ; and in the second place, that even much higher values do 
not necessarily indicate the existence of a specific toxemia. 

My experience has taught me that many women suffering from 
neurotic vomiting gradually pass into a condition of profound 
inanition, and in such cases examination of the urine may reveal a 
high ammonia co-efficient, which is probably a manifestation of the 
existence of a starvation acidosis, as is indicated by the presence of 
acetone, diacetic and oxibutyric acids. Thus, Charts I, II, III 
show an ammonia co-efficient of 24, 30 and 47 per cent. respectively, 
which fell to normal within one week following forced feeding and 
suggestive treatment, while the patients respectively gained 11, 13 
and 9} 1b. in weight during the same period, and were afterwards 
delivered at full term. 

I consider that these women were suffering from neurotic vomit- 
ing, with resulting acute starvation, and that the perversion of 
metabolism was a manifestation of an acid intoxication incident to 
the latter condition. That such an interpretation is correct is 
strikingly demonstrated by the history of the patient, whose urinary 
findings are shown in Chart I. The woman was brought to the 
hospital by her physician, who stated that she was three months 
pregnant, had vomited all food for the previous month, and had 
become markedly emaciated. She weighed 88}1b., but was not 
vomiting on admission. She received no food for the first twenty- 
four hours, during which time she passed 980 cc. of urine containing 
7 grains of nitrogen and presenting an ammonia co-efficient of 12 per 
cent. During the following two days there was no further vomiting, 
but as she did not care to eat I did not insist upon it, but contented 
myself with giving saline and nutrient enemata. At the end of that 
period the patient did not appear to be seriously sick, but as she had 
lost an additional 33 1b. in weight, and the ammonia co-efficient had 
increased to 24 per cent., I concluded that the experiment had been 


_ sufficiently prolonged, and talked with her seriously, with the result 


that she was able to take and retain 200 cc. of milk and 100cc. of 
water every two hours. Within a few days the ammonia had fallen 
to 8 per cent., and the daily excretion of nitrogen had increased to 
9 grains. She soon began to ask for solid food, and within a few 
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days was eating the regular ward diet. She was discharged on the 
fourteenth day after admission in excellent condition, having gained 
11lb. The vomiting did not return, and she was delivered normally 
at term. 

The interpretation of this case is perfectly clear, as it is apparent 
that the patient was suffering from starvation dependent upon 
neurotic vomiting, and was cured by forced feeding and suggestion, 
while the high ammonia co-efficient was probably a manifestation of 
an acidosis. I feel confident that Cases ii and iii, as well as several 
others in my series, may be similarly explained. On the other hand, 
I am not prepared to admit that this is the only explanation for a 
high ammonia co-efficient, as will be shown more particularly when 
we consider in detail our cases of true toxemic vomiting. 

In this connection, however, I wish to refer to the ammonia curve 
shown in Chart VI. This patient lived for more than a month 
following the interruption of pregnancy for supposed toxzemic vomit- 
ing, and during that period the ammonia co-efficient varied between 
20 and 40 per cent. Upon three occasions an intravenous injection 
of 6 grams of sodium bicarbonate was given, with the result that the 
acid urine became neutral or alkaline in reaction, and remained so 
for from six to forty-two hours. Had the high ammonia been a 
manifestation of an acidosis such an effect could not have been 
obtained, as the amount of alkali employed lay within the range of 
normal tolerance, and was insignificant when compared with the 
quantity necessary to effect a similar change in acidosis complicating 
diabetes. Furthermore, Dr. Sellard, who was good enough to estimate 
upon several occasions the amount of acetone bodies contained in 
the urine, calculated that the increase in the ammonia co-efficient 
was many times greater than could be explained by their neutraliza- 
tion. Consequently, he concluded that in this case, at least, we 
had to deal with a primary disturbance in the proteid metabolism, 
and not with a starvation acidosis. Furthermore, the presence of 
large amounts of fat in the subcutaneous tissues at the time of 
autopsy indicated that death must be attributed to some other factor 
than mere starvation. 

In addition to the facts just adduced, certain negative evidence 
is available as tending to indicate that starvation is not necessarily 
the sole factor concerned in the production of a high ammonia 
co-efficient in vomiting of pregnancy. Thus, in Case ii of my 
monograph the ammonia co-efficient fell from 32 to 12 per cent. .in 
the forty-eight hours following the induction of abortion, although 
the patient had taken no food. Consequently, it would seem, if 
inanition were the sole factor concerned, that the ammonia should 
have risen, but as it fell some other explanation must he invoked, 
and I am inclined to seek it in the rapid disappearance of the 
toxemia following the emptying of the uterus. Furthermore, in 
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Case v of the present series the patient had ceased vomiting and had 
been retaining satisfactory quantities of nutriment for several days, 
yet she died suddenly in coma, with an ammonia co-efficient of 
35 per cent. In this instance the starvation had been overcome, and, 
therefore, could scarcely be invoked as a satisfactory explanation for 
the high ammonia. 

In certain cases of delayed chloroform poisoning a relatively 
high co-efficient may also be observed, and reached 16 per cent, in 
one of my patients, who died with the characteristic clinical signs 
and autopsy findings five days after an operative delivery at full 
term. Naturally, such an explanation would be inadmissible in 
patients who are vomiting before operation, but its possibility should 
always be borne in mind when the ammonia co-efficient rises after 
the induction of an abortion in which chloroform had been employed 
as an anesthetic. 

As has already been indicated, Whipple and Sperry have inquired 
whether it were not possible that the hepatic lesions which are 
supposed to characterize certain fatal cases of toxemic vomiting 
might be the result of poisoning by the chloroform employed at the 
time the uterus was emptied. As the lesions are identical in the two 
conditions, there is no doubt that such confusion may occur; and I 
consider it quite possible that the death of my patient described as 
Case iv of my monograph may have been due to late chloroform 
poisoning, particularly as her symptoms were analogous to those 
observed in the case just mentioned. On the other hand, such an 
explanation cannot always be invoked, as abortion was not induced 
in Case v of the present series, while in Case vi the patient died 
thirty days after the uterus had been emptied by hysterectomy, 
during which nitrous oxide had been employed as the anesthetic 
agent. 

We are, however, greatly indebted to Whipple and Sperry for 
directing attention to this point; but to my mind the great value of 
their contribution, at least from an obstetrical point of view, consists 
in having directed our attention to the deleterious effect of chloro- 
form upon the liver, and thereby warning us against its employment 
in women suffering from toxemic vomiting, in whom, to say the 
least, the liver is a locus minoris resistentiae. 

Thus far, I have shown that a high ammonia co-efficient may be a 
manifestation of inanition resulting from neurotic vomiting, but I 
have also incidentally indicated that such is not its only mode of’ 
production. We must now consider the evidence which can be 
adduced in favour of the existence of the toxemic type of vomiting, 
and I may preface the argument by stating that I not only 
unhesitatingly believe that it occurs, but also that I consider it is the 
most serious type which we encounter. Unfortunately, it can no 
longer be contended that its clinical recognition is always easy, as it 
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is not the only type of vomiting characterized by a high ammonia 
co-efficient. 

Nevertheless, I believe that for clinical purposes we can consider 
a given case of vomiting as toxemic in origin whenever a seriously ill 
patient, presenting a high ammonia co-efficient (20 per cent. or 
more), fails to improve after a few days’ complete rest in bed, 
combined with suggestive treatment, energetic rectal feeding, and 
the administration of large quantities of salt solution per rectum and 
beneath the skin, Furthermore, the appearance of coffee-ground 
vomit, well-marked icterus, and a semi-comatose condition justifies 
an almost positive diagnosis, provided chloroform has not been 
employed as an anesthetic, and if death ensues characteristic hepatic’ 
and renal lesions will be found at autopsy. 

Charts IV, V and VI give a clear idea of the variations in the 
ammonia co-efficient observed in this type of vomiting, and a 
summary of the clinical histories of the patients concerned cannot 
fail to impress even the most sceptical with the fact that some other 
factor than starvation must be concerned. 

Thus, in Case iv, the 28-year old patient, who was pregnant for a 
second time and most anxious for a living child, began to vomit six 
weeks after the last menstrual period, and soon vomited everything 
she ingested. Her physician at once put her to bed and fed her by 
nutrient enemata, which were alternated with rectal injections of 
glucose solution. As she did not improve, I was asked to see her in 
consultation ten days after the onset of serious symptoms. At that 
time she appeared to be well nourished, but was very torpid mentally. 
The pulse was about 80, and the scanty urine presented an ammonia 
co-efficient of 16 per cent. Rectal feeding was pushed, and most 
vigorous suggestion employed, but notwithstanding all we could do 
her condition gradually became worse. By the end of the fifth day 
the ammonia had risen to 26 per cent., a purpuric eruption had 
appeared over the entire body, and she appeared so toxic that inter- 
ference appeared imperative, although the pulse was still about 80. 
The uterus was emptied without difficulty under nitrous oxide 
anesthesia, and immediate improvement followed, the vomiting 
ceasing and the ammonia falling to 7 per cent. within the next five 
days. 

The toxemic nature of the condition was still further confirmed 
the day after the abortion by the appearance of conjunctival icterus, 
which soon spread over the entire body, while the purpuric eruption 
became more pronounced. Furthermore, the ammonia co-efficient 
immediately began to fall, and reached 20 per cent. before the 
patient had commenced to take food, and while she was receiving 
the same quantity of nutriment by the rectum as beforethe operation. 

‘Still more conclusive evidence was afforded by Case v, which, 
owing to an unfortunate mistake, acquired almost the exactness of a 
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carefully planned laboratory experiment. The 32-year old patient, 
who had had three previous labours, was admitted to the ward when 
four months pregnant, having vomited incessantly for the previous 
month, during which she lost 40lb. in weight. At the time of 
admission she was considerably emaciated and greatly prostrated, 
with a pulse of 120. During the first twenty-four hours she passed. 
100 cc. of urine, which contained 9 grains of nitrogen and presented 
an ammonia co-efficient of 37 per cent. Unfortunately, the assistant 
who made the determinations, misplaced the decimal point in all his 
calculations, and did not discover the error until after the death of 
the patient. He accordingly reported that the first day’s urine 
showed ammonia co-efficient of 3°7 per cent., and that on the subse- 
quent days it remained within normal limits. Consequently, I made 
a diagnosis of neurotic vomiting, and placed the patient upon rectal 
feeding and suggestive treatment, which was so efficacious that her 
condition improved rapidly, and she was able to retain solid food 
by the end of the sixth day. Improvement continued until the 
eleventh day, when tonsillitis developed and the vomiting returned. 
The following morning, however, she ate with relish and retained a 
fair breakfast. Later in the day she became restless and excited, 
and passed into a comatose condition in which she died. Autopsy 
showed marked fatty degeneration of the liver and epithelial necrosis 
of the kidneys, together with other lesions which will be mentioned 
in the detailed history at the end of the article. 

In this instance, the error in calculating the ammonia co-efficient 
caused me to overlook the toxeemic condition, and yet the treatment 
employed enabled the patient to retain the usual ward diet for a 
week. This being the case, I consider that no one would attempt 
to attribute the fatal issue to inanition; while the high ammonia 
co-efficient, which varied between 21°5 and 38'5 per cent., associated 
with hepatic and renal lesions, indubitably indicated the true nature 
of the condition. 

Case vi, to which cursory reference has already been made, affords 
even stronger evidence of the existence of toxemic vomiting, as in 
it experimental proof was adduced to demonstrate that the high 
ammonia co-efficient was not due to inanition acidosis. 

This patient, in whom a previous pregnancy had been artificially 
ended on account of supposed toxemic vomiting (ammonia co- 
efficient, 13 per cent.), entered the hospital in November 1911. At 
that time the vomiting was considered as neurotic in origin, and was 
apparently relieved by rest in bed, rectal feeding, and suggestion. 
She was discharged in excellent condition, weighing 136 1b. Within 
a few days after returning home an indiscretion in diet brought 
about a recurrence of the vomiting, which gradually became so 
intense that she re-entered the hospital on December 7. 

At that time she was able to retain nothing, weighed 1243 |b., 
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and presented ammonia co-efficient of 15 per cent. In view of her 
past history we were still inclined to attribute her condition to 
inanition incident to neurotic vomiting, and treated her accordingly. 
She, however, became gradually worse, the ammonia steadily rising 
until it reached 35 per cent., but there was no loss in weight. In 
view of the seriousness of her condition, the uterus was emptied by 
hysterotomy under nitrous oxide anesthesia ten days after admission. 
For the next few days there was considerable improvement, which, 
however, did not continue, and death occurred in coma thirty days 
after the abortion. During that period the patient retained varying 
quantities of food, and never became greatly emaciated, losing only 
121b. in forty days. The ammonia co-efficient varied between 18. 
and 40 per cent., but did not appear to be due to an acidosis, as was 
demonstrated by determining the quantity of acetone bodies in the 
urine, as well as the effect upon its reaction of the intravenous 
injection of sodium bicarbonate. ‘These data have already received 
cursory mention, and will be given in detail in the complete history 
of the case. Autopsy showed that the subcutaneous fat was well 
preserved, while the liver presented marked fatty degeneration, and 
the kidneys signs of epithelial necrosis, 

As the tests to which reference has been made indicate that the 
high ammonia was not due to an acidosis, while the preservation of 
large quantities of adipose tissue as well as the comparatively slight 
loss of weight speak against acute starvation, it is apparent that the 
urinary changes could not be regarded as a manifestation of an 
inanition acidosis. Consequently, we were forced to conclude that, 
in this instance, we had to deal with a primary perversion of proteid 
metabolism. Unfortunately, it is impossible to state at present 
whether this was the primary change, or whether it was dependent 
upon an underlying toxemia. In either event, I believe that it 
cannot be attributed entirely to hepatic insufficiency; for, although 
the liver was the seat of profound fatty change, sufficient tissue was 
apparently left to effect the final changes in nitrogenous metabolism. 

To my mind the evidence which I have adduced makes it perfectly 
clear that a high ammonia co-efficient in vomiting of pregnancy is 
not susceptible of any single explanation, and simply indicates that 
the patient is seriously ill. On the one hand, it may be a manifesta- 
tion of a starvation acidosis incident to neurotic vomiting, while on 
the other hand it may indicate the existence of a profound disturb- 
ance of metabolism, associated with serious hepatic and renal lesions, 
which is most readily explained as being dependent upon the exist- 
ence of an underlying toxemia. Unfortunately, it is impossible at 
this time to make any definite statement concerning the nature of the 
latter, or even to suggest a satisfactory theoretical explanation. The 
uniform presence of acetone bodies in the urine in all serious cases 
would suggest the probability of some interference with fat meta- 


~ 

a 

} 
“ig 
: 
‘ 


Williams: Pernicious Vomiting 257 


bolism; but I believe that such changes are purely incidental, and 
afford us no information concerning the ultimate origin of the 
toxemia. 

The fact that serious vomiting frequently occurs in the first weeks 
of pregnancy renders it unlikely that the toxemia can be directly 
due to the entrance of products of foetal metabolism into the maternal 
blood, and forces us to consider other possibilities. In this connection, 
primary disturbances in energy production, the escape of ferments 
set free by the corrosive action of the rapidly growing trophoblastic 
cells of the ovum, as well as the possibility of “ biological reactions ” 
in the blood, may be thought of; but the information at our disposal 
is too scanty to permit even the formulation of an hypothesis, 

Passing from these theoretical considerations to more practical 
matters, the time has come to enquire whether the study of the urine, 
and more especially the determination of the ammonia co-efficient, 
serves any useful purposes in the treatment of pernicious vomiting of 
pregnancy. Tosuch a question I would give a most positive affirma- 
tive answer. 

In the first place, it must be admitted that such studies have 
materially extended our knowledge of the condition, and it is only 
by employing all means of research at present at our disposal, or 
which may become available in the future, that we can expect to 
solve the problem of the ultimate cause of this malady. In the 
second place, I know from my own experience that the determination 
of the ammonia co-efficient is of the greatest practical value in 
determining the prognosis and treatment of serious vomiting, 
although I must reluctantly confess that it does not afford quite such 
precise information as I formerly believed. In my experience, in 
the absence of palpable lesions of the generative tract a low ammonia 
co-efficient affords indubitable evidence of the existence of neurotic 
vomiting, and thereby enables us to say, positively, that the 
condition is not alarming, is readily amenable to suggestive and 
dietetic treatment, and will not necessitate ending the pregnancy. 

T am frank to confess that in my hands mere clinical observation 
does not permit such a differentiation, as I frequently see patients 
who appear so ill that the induction of abortion seems not only 
indicated but imperative, but in whom the presence of a low 
ammonia co-efficient gives one such assurance of the amenability of 
the condition to treatment that I am able to resort to suggestion 
with such confidence that complete, or at least relative, cure follows 
within a few days. 

Charts VII and VIII illustrate the condition of the urine in two 
patients who were so desperately ill that at first glance induction of 
abortion appeared to afford the only prospect of avoiding a fatal 
issue, yet after the presence of a low ammonia had enabled me to 
diagnosticate simple neurotic vomiting, I was able to treat them so 
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confidently by suggestion that the vomiting ceased within a few days 
without the use of drugs or the induction of abortion. Similar 
experiences have been so universal in my hands that I now regard 
with equanimity any case in which the ammonia co-efficient is 10 per 
cent. or less. 

On the other hand, the only positive information afforded by a 
high ammonia co-efficient is the fact that the patient is seriously ill, 
but unfortunately it does not enable us to determine whether her 
condition is due to starvation incident to neurotic vomiting, or to a 
serious perversion of metabolism dependent upon an underlying 
toxemia. In such cases clinical observation alone permits the 
differentiation. The patient is put to bed, isolated as far as possible | 
from her family, fed energetically by the rectum, given large 
quantities of salt solution per rectum and beneath the skin, but 
receives nothing by the mouth until she expresses a desire for it. At 
the same time she is reassured as much as possible. If improvement 
occurs within a few days, it is assumed that one has to deal with a 
starvation acidosis, and cure almost invariably follows suggestive 
treatment and forced feeding; if, however, the condition grows 
worse, we assume that the patient is suffering from toxemic vomiting, 
and empty the uterus as the only means of averting a fatal issue. 
Should jaundice develop, or the patient begin to vomit without effort 
coffee-ground-like material, the diagnosis is assured, and the prognosis 
becomes even more dubious, 

When it is determined to empty the uterus, the operation should 
be performed by whatever method promises the most rapid and 
conservative results. In multiparous women, in whom the cervix is 
soft and patulous, dilatation and curettage is the method of choice; 
but in all other cases vaginal hysterotomy should be performed, as it 
enables one to empty the uterus in a very few minutes with a 
minimum of shock and the least possibility of infection. In view of 
its deleterious action upon the liver, and the probability of its still 
further accentuating the lesions associated with toxemic vomiting, 
chloroform should be avoided, and ether or preferably nitrous oxide 
gas employed for anesthesia. 

In connection with the clinical observation of the patient, there 
are two points upon which I desire to lay especial emphasis. Pinard 
has stated that a pulse-rate of 100 or more affords a precise indication 
for terminatingpregnancy. This is not my experience, and I wish 
to issue a note of warning against the adoption of any such arbitrary 
rule. I have repeatedly observed a pulse-rate of 120 or more in cases 
of neurotic vomiting, and yet the patients have recovered perfectly. 
On the other hand, I have already indicated that I emptied the 
uterus in Case iv when the pulse was only 80, and have recorded in 
my monograph a fatal case in which it at no time rose above 96. 

Likewise, it is generally stated that the presence of albuminuria 
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is always of most serious prognostic import. In not a few cases a 
trace of albumen may be without significance, while in fatal cases it 


may be entirely absent or develop only during the hours immediately 
preceding death. 


CoNCLUSIONS, 


1. The underlying factor in all cases of vomiting of pregnancy is 
probably an imperfect reaction on the part of the mother to the 
growing ovum. 

2. In most cases this is only a predisposing cause, while a reflex or 
neurotic influence is the exciting factor, and cure usually follows its 
removal, 

3. I still hold to the classification of reflex, neurotic and toxeemic 
vomiting. Of these the neurotic is the most and the reflex the least 
frequent type, while the toxemic is the ‘most serious. 

4. Pronounced toxemic vomiting is accompanied by charac- 
teristic lesions and profound changes in metabolism, 

5. The significance of a high ammonia co-efficient is not specific. 
It may be a manifestation of toxemic vomiting, of starvation follow- 
ing neurotic vomiting, or of an acidosis due to various causes. 

6. It should be regarded merely as a danger signal, while the 
differentiation between the various types is possible only after careful 
clinical observation. If improvement does not promptly follow 
appropriate treatment, the existence of toxemic vomiting should be 
assumed and abortion promptly induced. 

7. In the absence of genital lesions, a low ammonia co-efficient 
indicates neurotic vomiting, which can be cured by suggestion and 
dietetic treatment, no matter how ill the patient may appear. 

8. In primiparous women vaginal hysterotomy is the most 
conservative method of emptying the uterus. Nitrous oxide gas or 
ether should be used in preference to chloroform for anesthesia, 


CasE Histories. 


Case I (No. 4492, Morris).—The 29-year old patient was admitted to the 
Hospital on July 21 1910, and gave the following history :— 

One preceding pregnancy, which was ended by forceps six years ago. 
The present pregnancy followed the menstrual period of April 10 1910, 
and was uneventful until the latter part of June. Since then she has 
suffered so intensely from vomiting that she could retain nothing, and has 
lost greatly in weight. 


Examination showed a markedly emaciated woman, weighing 88} 1b., — 


with a scaphoid abdomen. There was no jaundice, and no abnormality 
could be detected, except the presence of a three months’ pregnancy. She 
was not vomiting at this time, but stated that she did not care to eat. The 
twenty-four-hour specimen of urine measured g80 c.cm., contained 6 grams 
of total nitrogen, and presented an ammonia co-efficient of 11°5 per cent. 
No albumen or casts. 
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For the first day she received no nutriment of any kind, but on the 
following day the administration of saline and nutrient enemata was 
commenced. Within three days she lost an additional 34 1b., and, as the | 
ammonia co-efficient had risen to 24 per cent., it was felt that the starvation 
had continued sufficiently long. Accordingly, she was told that she had to 
eat and retain her food, and to our surprise she took 200 c.cm. of milk and 
100 c.cm, of water every two hours, and retained them without effort. 
She continued to do this for several days, when she began to ask for solid 
food. This was given in constantly increasing amounts, so that by the 
tenth day she was able to eat and enjoy the regular ward diet. Coincidently 
with this the ammonia co-efficient fell, and the amount of total nitrogen 
and the output of urine increased (Chart I). She gained rapidly in 
weight, taking on a pound each day she remained in the Hospital after 
forced feeding had been commenced, and was discharged on the fourteenth 
day, weighing 96 lb. 

Her further history was uneventful, and she was delivered spon- 
taneously at full term. 


Case II (No. 4416, Fisher).—The 30-year old patient was admitted to 
the ward on May 15 1910. She was pregnant for the first time, and nausea 
and vomiting had appeared shortly after the last menstrual period, which 
occurred on February 10 1910. She stated that she had eaten no solid food 
during the month preceding admission, the last week having been spent in 
bed. She had lost greatly in weight, and suffered from headache, persistent 
salivation, and a great diminution in the amount of urine. 

Examination showed a large-framed, emaciated woman, weighing 120 lb., 
with a distended abdomen. The pulse varied between 90 and 100, while 
the temperature was normal. She complained of considerable epigastric 
pain and profuse salivation—330c.cm. in the first twenty-four hours. 
There was no jaundice, and a careful physical examination was negative, 
except for a three months’ pregnancy. The patient was very nervous, and 
there was a distinct odour of acetone to her breath. 

As the urine presented an ammonia co-efficient of 6 per cent., a diagnosis 
of neurotic vomiting was made, and suggestive treatment was instituted. 
For the first twenty-four hours she was given 1,800 c.cm. of salt solution 
per rectum, and ice by the mouth. For the next few days she was given 
nutrient, saline and glucose enemata, but without improvement in her 
condition. During that time she lost an additional 5 lb., the pulse became 
more rapid and remained about 120, while the ammonia co-efficient rose 
rapidly, reaching 30°5 per cent. (Chart II). 

On the following day she received two submammary saline infusions of 
1,000 c.cm. each, in addition to the enemata, and was talked to so energeti- 
cally that she took by mouth 1,270 c.cm. soda water, 520 c.cm. water, the 
whites of ten eggs, and 1 oz. of sugar. Immediate improvement followed, 
as was shown by the complete disappearance of nausea and a marked 
increase in the output of urine. 

The same treatment was continued on the seventh day, but was discon- 
tinued thereafter, as she began to eat with relish and improved rapidly. 
The pulse became slower and she gained in weight, while the quantity of 
urine became still more abundant and the salivation ceased. As shown in 
Chart II, the ammonia co-efficient fell rapidly, reaching 6 per cent. on the 
twelfth day and 4 per cent. a few days later, while at the Same time the 
output of total nitrogen increased. The improvement was progressive, 
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so that the patient was discharged on the twenty-first day after admission, 
having gained 13 lb. since the institution of forced feeding. There was no 
further recurrence, and she was delivered spontaneously at term. 

The urine at no time contained albumen or casts, but the presence of 
acetone and diacetic acid was repeatedly demonstrated during the first ten 
days. As the condition improved there was a corresponding diminution in 
the amount of salivation, which fell from 330 to 35 c.cm. in the course 
of eleven days. 

Casg III (No. 4610, Clash).—The 26-year old negress entered the 
Hospital on October 12 1910. She had aborted spontaneously at eight 
weeks, two and a half years previously, but had had no other pregnancy. 
Her general health was not good, having been impaired by several serious 
illnesses, 

Her last menstrual period occurred on July 14, and morning sickness 
appeared in the latter part of August. This gradually grew worse, so that 
she vomited almost constantly for the month preceding admission, the last 
week of which she had spent in bed and had been fed per rectum by her 
physician. 

On admission she was found to be a thin, neurotic woman, weighing 
1094 lbs. Pulse, 110; temperature, normal. She did not appear to be very 
ill, but during the first day in the Hospital vomited everything she 
ingested. She complained of great tenderness in the epigastrium, but a 
careful physical examination revealed no abnormality, except a three 
months’ pregnancy. 

Notwithstanding an ammonia co-efficient of 46 per cent., a diagnosis of 
neurotic vomiting was made, and suggestive treatment was instituted. On 
the second day she was forced to take considerable quantities of milk and 
water by mouth, and was given subcutaneous saline infusions, as well as 
rectal saline enemata. This was followed by immediate improvement, and 
the nausea and vomiting soon ceased. On the second day the ammonia fell 
to 18 per cent., and thereafter soon approached normal (Chart III). 

By the fifth day she was able to retain the ordinary surgical soft diet, 
and four days later she was eating the ward diet with relish. She was 
discharged on the tenth day in excellent condition, weighing 119 lb., a 
gain of 9} lb., and presenting an ammonia co-efficient of 6 per cent. 

As she did not report later, I am unable to give particulars concerning 
the further course of her pregnancy. 


Case IV (A. W. T., private patient).—The 28-year old patient was seen | 
in consultation on account of pernicious vomiting. She had been married | 
seven years, had no children, and one miscarriage at the fourth month 
six years previously. In the first weeks of that pregnancy she had suffered 
from persistent nausea. 

The present pregnancy followed the menstrual period occurring on 
August 17 1910. She began to vomit early in October, and had been 
unable to retain anything after October 5. Her physician put her to bed 
and placed her upon nutrient and glucose enemata, but as her condition 
grew worse he asked me to see her, particularly as the urine presented an 
ammonia co-efficient of 20 per cent. 

When I saw the patient on October 12, she appeared to be a well- 
nourished woman presenting no signs of emaciation. Her lips were 
parched, her tongue markedly coated, and she presented a torpid expres- 
sion. Physical examination revealed no abnormality except a two months’ 
pregnant uterus, which was slightly retroverted. 
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I advised that four nutrient enemata be given each day, as well as an 
equal number of glucose solution, and talked as hopefully as possible. On 
the following day the patient was somewhat better, as well as on Oct. 14. 
On that day 1 oz. of milk diluted with lime water was given and caused 
immediate vomiting. Following this she was unable to retain anything by 
the mouth, and was nourished exclusively per rectum. Her condition 
gradually became worse, and on the seventeenth day she presented a 
decidedly toxic appearance, was extremely apathetic, and a macular 
eruption had appeared over the neck and body, while at the same time the 
ammonia co-efficient had risen to 26°2 per cent. (Chart IV). 

In view of these conditions, it was decided that it would be unsafe to 
allow the pregnancy to continue, and abortion was induced under nitrous 
oxide anzesthesia, when the cervix was dilated, and the uterus emptied by 
means of a dull curette ovum forceps. 

It is interesting to note that the pulse at no time before or after the 
operation exceeded 80, while the temperature remained normal. There was 
no nausea following the anzesthesia, and the day afterwards the patient 
presented an entirely different appearance, appeared bright and cheerful, 
and had not vomited. This change occurred without any alteration in the 
rectal feeding, and while no food was being taken by the mouth. 

The following day her condition was still further improved, while the 
ammonia co-efficient had fallen to 20 per cent., although no change had 
been made in her diet, but she was ordered to begin taking food that 
afternoon. At that time there was a slightly yellowish tinge to the 
conjunctive, which had not been present previously. On the third day 
after the abortion her condition was still further improved, and the enemata 
were discontinued, as she was taking with relish abundant quantities of 
liquid food. The icterus, however, had become more pronounced and now 
involved the entire body, while the macular eruption which had been 
present before the operation became accentuated. Four days after the 
abortion the patient was not nauseated at all, and was placed upon solid 
food. The ammonia co-efficient had fallen to 10'8 per cent. From that 
time onward improvement was rapid, and one week after the abortion she 
was out of bed in excellent condition, except for a slight icteric discoloura- 
tion of the skin which slowly disappeared. Further convalescence was 
uneventful. 


Case V (No. 3209, Lewis).—admitted on October 29, and died on 
November 9 1907. The 32-year old patient was brought to Hospital on 
a stretcher by her physician on account of pernicious vomiting, which had 
resisted all his efforts to cure. She had had three spontaneous labours, 
and the last menstrual period occurred on June 16 1907. She had vomited 
more or less since early in September, but for the month prior to admission 
had been unable to retain anything. She stated that the vomitus was a 
greenish fluid, whose ejection was accompanied by a marked burning 
sensation in the throat and epigastrium. She had become greatly 
emaciated, and weighed 110 lb. instead of 150 lb. as usual. 

On admission she was markedly prostrated, and the pulse varied 
between 110 and 120. Except for emaciation, examination showed no 
abnormality other than a four months’ pregnancy. During the first twenty- 
four hours in the Hospital she passed less than 100 cc. of urine, and as this 
apparently showed an ammonia co-efficient of 3°7 per cent. a diagnosis of 
neurotic vomiting was made. Consequently, the patient was placed upon 
nutrient and saline enemata and was subjected to suggestive treatment. 
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Following this there was marked improvement; the pulse became less 
rapid, the vomiting practically ceased, the urine increased in amount, and 
the mental condition became much more normal than on admission. 

By the sixth day the improvement was so pronounced that she was able 
to retain fluids, while on the following day she took and retained solid 
food. The improvement continued until the eleventh day, when a tonsillitis 
developed and the vomiting returned. The following day she ate and 
retained a fair breakfast and a light dinner. Later in the day she became 
restless and excited, and eventually passed into a condition of coma, in 
which she died. Just before death the temperature was 102°F. and the 
pulse 126. 

Autopsy showed marked fatty degeneration of the liver and kidneys, 
epithelial necrosis of the kidneys, fatty degeneration of the myocardium, 
thyroid hypertrophy, aspiration of the stomach contents, hypostatic con- 
gestion of the lungs, broncho-pneumonia, accessory pancreas. 

On the day after her death the assistant who had made the urinary 
analyses reported that an error had been made in calculating the ammonia 
co-efficient, as he had misplaced the decimal point, so that the co-efficient 
of the first day’s urine was 37 per cent. instead of 3°7 per cent., as reported. 
The corrected figures are given in Chart V. 


CasE VI (No. 5177, Cook).—28-year old nullipara. Her first pregnancy, in 
1908, was ended by the induction of abortion for the relief of supposed 
toxzemic vomiting. The last menstrual period before the present illness 
was September 24 1911, and vomiting began on November 5. Within a few 
days it became so incessant that nothing could be retained, and the patient 
was put to bed by her physician and placed upon nutrient and saline 
enemata. As her condition became steadily worse she was admitted to the 
Hospital on November 14 1911, when physical examination revealed no 
abnormality, although the urine presented an ammonia co-efficient of 13 
per cent. As rapid improvement followed suggestive treatment and forced 
feeding, a diagnosis of neurotic vomiting was made, and she was discharged 
two weeks later apparently cured, weighing 1361b. and presenting an 
ammonia co-efficient of 3'9 per cent. 

Two days after her return home the vomiting reappeared, apparently 
following an indiscretion in diet. It immediately became uncontrollable, so 
that during the next eight days she lost 12} 1b. in weight, and was re- 
admitted to the Hospital on December 7. At that time she looked very ill, 
the pulse varied between 110 and 130, and the ammonia co-efficient was 
15} per cent. 

Notwithstanding the employment of nutrient, saline and glucose 
enemata, as well as of subcutaneous infusions of salt solution, her condition 
gradually became worse, although there was no further loss of weight. 
The pulse continued rapid, and the patient appeared torpid and toxic, 
while the ammonia co-efficient gradually rose to 345 per cent. Conse- 
quently, ten days after admission (December 16) the induction of abortion 
seemed indicated, and was readily effected by vaginal hysterotomy, nitrous 
oxide being used as an anesthetic. 

For a short time her condition seemed to improve, so that three days 
after the abortion she was able to take and retain surgical soft diet, while 
the ammonia fell to 22 per cent. Unfortunately, the improvement was 
short-lived, as the vomiting reappeared on the following day (December 20) 
and persisted to a varying extent until death occurred on January 16, 
although at intervals she was able to retain considerable quantities of food. 
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During this period the ammonia co-efficient varied between 17 and 40 per 
cent., the pulse remained constantly rapid, and the patient lost gradually 
in weight, but at no time became greatly emaciated. Just before death 
her weight was 24 lb. and 123 Ib. less, respectively, than upon her first and 
second admissions to the Hospital. 

Beginning with January 1, her mental condition became more and more 
torpid, and for some days before death she would forget to withdraw her 
tongue after having been told to show it. She became completely uncon- 
scious the morning before death, and died in coma. Physical examination 
gave uniformly negative results. The subcutaneous fat was well preserved 
until the end. There was no jaundice, and coffee-ground vomit appeared 
only on the day before death. The temperature was uniformly normal, and 
reached 100 only upon one occasion eight days after the abortion. 


Reference has already been made to the ammonia co-efficient, which is - 


graphically shown in Chart VI. The urine constantly contained traces of 
albumin, and occasionally a few casts, as well as traces of acetone and 
diacetic acid. Upon two occasions analysis showed the presence of 0'248 
and o'o95 grams of acetone, and of o’o21 and 0'162 grams of oxybutyric acid 
respectively per litre. Bile pigments were at no time present. 

In order to determine whether the high ammonia was due to an acidosis, 
one grain of sodium bicarbonate was given by mouth for twelve consecutive 
hours seven days after the abortion, but had no effect upon the reaction 
of the urine. Furthermore, on December 24, as well as January 6 and 7, 
4oo c.cm. of a 1'5 per cent. solution of sodium bicarbonate were injected 
intravenously. In each instance the previously acid urine became alkaline 
in reaction, and remained so for forty-two, thirteen and thirty-four hours 
afterwards respectively. 

On January 9 10c.cm., and on January 14 20¢.cm. of blood serum 
obtained from a normal pregnant woman were injected intravenously, but 
without apparent effect. On two occasions the fibrinogen content of the 
blood was determined, and was found to lie within normal limits—o'3850 
and 0'3825 grams per 100 c.cm. 

At autopsy the anatomical diagnosis was :—Fatty liver and kidneys, 
cedema and congestion of the lungs, chronic fibrous pleurisy, ulcer of 
vaginal wall. The subcutaneous fat was well preserved, and the body 
showed no signs of emaciation. The liver was yellowish in colour, and on 
section the lobules were sharply marked, presenting a light yellowish 
periphery and a reddish centre. Fresh microscopic sections stained with 
Sudan red showed that each lobule was densely infiltrated with fat, but 
sections through hardened tissue showed that there was no central necrosis, 
and that the nuclei were well preserved. 


CasE VII (M., private patient).—I saw the patient in consultation, when 
I obtained the following history :—25-year old nullipara, in whom two 
previous pregnancies had been interrupted for the relief of pernicious 
vomiting—in February and September rorr. 

The present pregnancy followed the menstrual period of December 20 
1911, and was uneventful until the end of January, when she began to 
vomit incessantly and could retain nothing. When I saw the patient on 
February 4 she was in bed and retching at frequent intervals, but bringing 
up only small quantities of yellowish fluid. She was very thin, and said 
that she had lost markedly in weight since the onset of the attack. The 
pulse varied between 80 and go, and a careful physical examination 
revealed no abnormality except an early pregnant uterus. In view of their 
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past experience, the patient and her husband believed that relief could be 
obtained only by emptying the uterus. 

A specimen of urine obtained at this visit showed 15 grams of total 
nitrogen per litre, and an ammonia co-efficient of 14 per cent., but no other 
abnormality. 

A tentative diagnosis of neurotic vomiting was made, and the patient 
talked to seriously, placed upon saline enemata, and told that I was 
confident that I could control the condition without interfering with the 
pregnancy. Prompt improvement followed. Within forty-eight hours she 
was able to retain small quantities of fluid nourishment, while the ammonia 
had fallen to 7°67 per cent. Under the influence of suggestive treatment 
she grew steadily better, and was able to retain increasing amounts of food, 
so that by the end of the sixth day she was able to resume her ordinary 
diet, and to eat and retain ‘‘ bacon and greens.”” At the same time the 
ammonia co-efficient had fallen to 3°56 per cent. (Chart VII). The recovery 
was permanent, and the patient was uneventfully delivered at full term. 


CasE VIII (No. 3207, Stewart).—Admitted October 28, and discharged 
November 10 1907. I saw the patient in consultation with her physician, 
from whom I obtained the following history :—Age, 17 years; nullipara; 
last menstrual period, May 6 1907. For the previous three weeks she had 
suffered from almost constant vomiting, had retained practically no food, 
and her condition had become so serious that I was asked to see her to 
consider the propriety of inducing abortion. The emaciated patient was 
lying in bed and vomiting small quantities of frothy fluid every few 
minutes. She was greatly prostrated, pulse 136, with the eyes sunken far 
back into their sockets. Her condition was so serious that I arranged for 
her to enter the Hospital the next morning, but I advised that she see a 
priest before doing so. 

On adinission, the pulse was 130 and the temperature normal. 
Examination was negative except for a markedly scaphoid abdomen and 
a six months’ pregnancy. The patient complained of constant nausea, 
associated with burning in the throat and epigastrium; there was no 
cedema, and the urine was free of albumen or casts. Her condition 
appeared so serious that the induction of abortion seemed urgently 
indicated, but it was deferred in order to give an opportunity for the 
collection of a twenty-four-hour specimen of urine. In the meantime all 
attempts at feeding by the mouth were discontinued, and she was placed 
upon nutrient and salt solution enemata. 

To our great surprise the ammonia co-efficient was found to be only 
2 per cent., so that a diagnosis of neurotic vomiting was made. Conse- 
quently, it did not appear necessary to induce abortion, but, instead, the 
patient was treated by suggestion and the rectal feeding continued. Her 
general condition improved rapidly, and the pulse fell to 80—100 by the 
fourth day. The quantity of urine, which on the first day was only 100 cc., 
increased to 1,015 cc. on the third and to 3,050 cc. on the seventh day. On 
the fifth day the patient was anxious for food, and retained what she took, 
so that the enemata was discontinued. She was out of bed on the ninth 
day with a normal pulse, and was discharged on the fourteenth day in 
excellent condition. A month later she returned to the Hospital when the 
change in her appearance was marvellous, and no one could have recog- 
nized the red-cheeked girl for the emaciated woman who had been admitted 
to the ward. There was no recurrence of the vomiting, and a normal 
labour occurred at full term. 
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Le Fort’s Operation for Prolapse, with an 
Account of Eight Cases,* 


By James Wyart, F.R.C.S., 
Obstetric Tutor and Registrar, St. Thomas’s Hospitad, 


In the Bulletin de Therapie of April 1877 Le Fort first described a 
new method for the cure of prolapse. He had observed that descent 
of the uterus was almost always preceded by that of the vagina, the 
walls of which became, so to speak, unfolded and then protruded ; and 
he considered that if these walls could be kept in constant contact 
with one another any prolapse would become impossible. ‘This 
suggested the idea of uniting them by suturing, after having 
removed from each a vertical slice of the mucous membrane, 

Le Fort first recommended that the width of the mucous mem- 
brane removed from each wall should be about 1-1} cm., but later 
increased it to 2 cm., and he also stated that the depth to which one 
should reach in freshening up the parts should be as slight as 
possible, otherwise, in dealing with the posterior wall high up, one 
would run the risk of opening the pouch of Douglas; as was once 
done by a French surgeon, Tillaux, the patient in this case dying 
from peritonitis, 

Le Fort used silver wire for suturing, as two cases in which silk 
was used failed, owing to the sutures failing to hold. The wire was 
pushed to the centre of the raw surface, as if the edges only were 
taken he found that the centre part filled with blood clot and did not 
unite. He removed the sutures at the end of 15 days. 

In 1889, André, in a thesis, collected 40 cases, 35 of which were 
successful, and he also remarked that this operation does not prevent 
coitus, fecundation or parturition, the latter having occurred in one 
of Le Fort’s cases, which had been operated upon a long time 
previously, and all that was required to allow the foetus to pass was 
to cut through the septum. 

This method of making a vaginal septum was also practised by 
Spiegelberg, who, in the Alinische Wochenschrift of 1872, describes 
an operation of suturing the lowest point of the anterior vaginal 
wall to the upper part of the posterior wall, although Neugebauer 
claimed the priority for this method, calling his operation elytror- 
rhaphia mediana. 


* Read at the November meeting of the Obstetrical and Gynecological 
Section of the Royal Society of Medicine. 
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Previous to Le Fort’s paper in 1877 Jobert de Lamballe, a French 
surgeon, practised an operation in which two strips of mucous 
membrane were removed from the anterior vaginal wall, leaving a 
certain interval of intact mucous membrane between them, and by 
suturing the two raw surfaces together, a permanent fold was made 
which narrowed the vagina, this narrowing being produced by a 
lateral fold rather than by an antero-posterior one, as in Le Fort’s 
method. 

And even as long ago as 1823, Gérardin, of Metz, obliterated the 
vagina in cases of prolapse by dissecting up to a certaim extent the 
mucous membrane of the lower part of the vaginal walls and then 
suturing the raw surfaces. 

I have compiled this paper as I cannot find any series of cases 
recorded in the English literature, and by Dr. Tate’s kind permission 
I am able to give a record of eight cases he has done at St, Thomas’s 
Hospital. 

Dr. Galabin, in his T'eet-book on Gynacology, described the 
operation, and said it was the best operation he knew for the treat- 
ment of prolapse, and he had never known a case to fail, although 
he had performed it when ventral fixation had failed. 

Mr. Doran also, in his Operative Gynacology, gives a short 
description of the operation, but most of the other text-books do 
nothing more than mention the operation, with no description at all. 

The operation seems to me of great value in cases of procidentia 
in old people, where any form of pessary fails to keep the uterus in 
position, and where, either on‘account of the age or from the condi- 
tion of the abdominal wall, a laparotomy for fixation methods is 
contraindicated. The method used by Dr. Tate prevents any question 
of active sexual life, as the canals left do not do more than admit 
of the little finger, and if they were left wider than this or dilated 
up it is more than probable that the uterus would gradually find 
its way down again; so, although André mentioned that coitus 
was not prevented by Le Fort’s method, it undoubtedly is in the 
method adopted in these cases I am about to describe; so that it has 
only been done in single women, widows or women who no longer 
lead actively sexual lives, 

The differences from Le Fort’s original method are— 


(1) The width of the septum, this being nearer 4cm. than 2 cm. 
(2) The suturing material, here catgut is used; in two cases 
silkworm gut was used, but as this form of suture had to 


be removed and gave rise to some pain in removal catgut 
was found preferable. 


There are in all 8 cases, and of these I have been able to trace 
and get reports from 6. 


My thanks are due to Dr, Tate for allowing me to publish his 


4 
4 


268 Journal of Obstetrics and Gynecology 


cases, as at present I have only had the opportunity of doing two 
myself, and these so recently that reports of them are of little value, 
although up to the present time the results are very good. 


Case 1. Widow, aged 61, with complete procidentia. She had had two 
children and no miscarriages. Her first child was born when she was 34. 
There was some laceration of the perineeum, and on getting up she had a 
bearing down pain and was told by her doctor that the womb came down. 
Her second child was born when she was 38, and she had, according to her 
notes, a normal labour? but was in bed for two months. On getting up 
she found that the uterus appeared at the vulva. She wore a belt and 
various forms of pessaries for eight years, but as she obtained no relief 
{rom these, she left them off, and for the next eight years went about without © 
any form of support; then, at the age of 54, she had an operation at 
Grantham which was not successful; and this was followed four years 
later by another which improved matters for a short time, but the condition 
of prolapse, soon recurred, and she was in bed practically constantly for 
three years, till her adinission to St. Thomas’s, when it was found that the 
uterus was completely prolapsed. 

Le Fort’s operation combined with a perineorrhaphy, was performed in 
the winter of 1901, the wound healing by first intention. 

In March 1912 her reply to my enquiry was that the operation was quite 
successful, and she had been able to walk about ever since with no signs of 
recurrence. 

Case II. Married woman, aged 67. She had had no children, but two 
miscarriages, one at six weeks and one at 44 months. Prolapse followed 
the second miscarrage at the age of 42. Pessaries were worn with comfort 
for twenty years; then one large enough to be retained caused discomfort, 
so she did her best with bandages. On admission to the Hospital the 
uterus was completely prolapsed, and, owing to its being very tender, 
the patient was unable to sit down. 

Le Fort’s operation was performed in August 1905, the convalescence 
being uninterrupted. 

In reply to my enquiry, her husband wrote that she had died in 
November 1909, but up to that time the operation had been quite successful 
and a great help and blessing to her. 


Casr III. A single woman, of 50, who had had prolapse for twenty 
years, gradually becoming worse and causing frequency of micturition. 

On admission it was found that she had a complete procidentia, and 
Le Fort’s operation was done, followed one year later by perineorraphy. 

The reply from the patient received in March of this year stated that 
the operation was very successful, and she did not feel anything of the 
prolapse now. 


Case IV. A married woman, aged 52, who, in April 1891, came to the 
Hospital complaining of prolapse. She was found to have a hypertrophic 
elongation of the cervix, so a part was amputated, but this did not relieve 
the condition, so, in October of the same year, a supravaginal hysterectomy 
with ventral fixation of the stump of the uterus was done. Until February 
1906 she remained well, but from then the prolapse gradually returned, and 
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on admission she was found to have a complete prolapse of the vaginal 
walls and cervix, with two large ulcerated areas on the mucous membrane. 
This latter condition was treated, and in August 1907 a Le Fort’s operation 
was performed. In reply to my letter she states she is much better and 
has no pain, but there is still a slight prolapse. 


Case V. A widow, aged 70. Prolapse of the uterus commenced at the 
age of 50, and for the last nine years pessaries had been worn. During the 
last three months these had failed to keep the uterus in position, and she 
had had frequency of micturition (having to empty the bladder every ten 
minutes) and severe constipation. On examination the cervix was found tc 
protrude beyond the vulva and to be slightly ulcerated. This latter 
condition having been cured, in January 1908 a Le Fort’s operation was 
done. Her reply stated that she was in splendid health, and since the 
operation had had no prolapse. 


Case VI. A married woman, aged 51, who had had prolapse of the 
uterus for 18 years. She wore a ring pessary for some years, and when this 
became inadequate a cradle pessary. Five years before admission operative 
treatment was advised, but she would not submit. At the time of 
admission pessaries were of no use, she had severe backache and could only 
micturate when the prolapse was replaced. On examination she was found 
to have complete procidentia, so a Le Fort’s operation was done in 
February 1910. Her reply to my enquiry stated that she had been very 
well since the operation and had had no further trouble. 


CasE VII. A single woman, aged 53, who had had partial prolapse of 
the uterus for 18 months which had become complete within the last few 
weeks. Le Fort’s operation and a perineorrhaphy were performed in April 
1906, and on discharge one month later she had a good vaginal septum 
with no tendency to prolapse. 


Case VIII. A widow, aged 62, who had had prolapse of the uterus for 
20 years which she had supported with binders till three months previous 
to admission, when the prolapse became complete and could not be kept 
up. There was difficulty with micturition, which act could only be 
completed by reducing the prolapse. A Le Fort’s operation was done in 
March 1908. On her discharge she was quite well. 


These two latter cases I have been unable to trace. 
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SELECT CLINICAL REPORTS. 


(Under this heading are recorded, singly or in groups, cases to which 
a special interest attaches either from their unusual character 
or from being, in a special sense, typical examples of their 


class.) 


Elephantiasis of the Vulva: Czsarean Section and 


Panhysterectomy, with Recovery of Mother and 
Child. 


By V. B. Green-Armytace, M.B., Capt. 1.M.S., 
Resident Surgeon, Eden Hospital, Calcutta, 


AmonG the very large number of rare and interesting cases which 
are yearly admitted on the maternity side of this Hospital I think 
the following is of sufficient interest to warrant publication. 


The patient, named Monia, a Bengali, aged 18 years, full term, 
primipara, general condition good, no history of venereal disease, 
was admitted at 12 o’clock on July 7 1912, with a history of having 
been in pain for some 14 hours. The head was fixed, and the pains 
were severe and frequent; the fetal heart sounds were good. At the 
vulva was the mass seen in the accompanying figure. She stated 
that it has been growing for five years, and that it had rapidly 
increased in size during pregnancy. Each labium was occupied by 
an enormous, hard, elephantoid, warty growth, and projecting from 
the region of the clitoris and vestibule was the bifid, granulomatous, 
elephantoid mass seen in the figure. The whole condition closely 
resembled the enormous masses of condylomata acuminata, not 
infrequently seen in the Tropics. The membranes had been ruptured 
some hours, and a dirty grumous discharge was issuing from the 
vulva over the main tumour. Temperature 100°4°F., pulse 100. 
With a gloved hand it was found impossible to introduce more than 
one finger into the vagina, the introitus being almost completely 
blocked by the tumours. The cervix was nearly fully dilated and 
the foetal head high. 

The methods of treatment which had to be considered were 
whether to amputate the central mass and then make lateral incisions 
in the fibrous, elephantoid, labial growths and perform craniotomy 
on the living child, or to do Cesarean section and remove the septic 
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Klephantiasis of vulva. Photograph taken three days after 


Cesarean section and panhysterectomy. 
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uterus entirely. After consultation, it was decided that probably 
the latter course would save the life of both mother and child, 
whereas the former would in all probability greatly endanger the 
mother’s life from septicemia. 

At 2 p.m. chloroform and ether were administered. The abdomen 
was opened by an incision two-thirds above and one-third below the 
umbilicus, and the whole uterus brought outside the abdominal 
cavity, and the cavity behind it and on all sides of it, closely packed 
off with large sponge cloths to lessen the risk of contamination with 
the septic liquor amnii. The uterus was then incised longitudinally 
high up, a live male child, weighing 5 lbs. 80zs., removed. The 
placenta was then removed and the cavity of the uterus dried and 
compressed over a sponge cloth inserted into its cavity. My soiled 
rubber gloves were then changed and the uterus drawn up by an 
assistant, and the broad ligaments ligatured on each side internal 
to the ovaries; the uterine arteries were next tied on each side. The 
peritoneum and bladder being turned down, the vagina was cut 
across above two rectangular clamps, and the whole uterus removed ; 
the roof of the vagina was then closed with catgut and silkworm gut 
sutures and the peritoneum of the broad ligaments and reflection 
sewn over it. The pelvis was then cleansed with hot sponges and 
the abdomen closed in layers. Operation time, one hour 10 minutes, 

There was little shock, but two pints of saline into each breast 
were given during the operation. 

For the first three days the patient had nearly a normal tempera- 
ture, and then the central vaginal growth showed signs of becoming 
gangrenous, so was amputated as high up as possible, and a healthy 
vaginal mucous flap sewn over the stump. Shortly after this the 
patient developed a severe B. coli infection of the bladder, which, by 
alkalies and an autogenous vaccine prepared very kindly by Major 
Leonard Rogers, I.M.S., cleared up in 14 days. The patient got up 
on the 23rd day, and went home quite well with her healthy infant 
on the 28th day after admission and operation, with instructions to 
return for removal of the elephantoid labial growth in three months. 

I have to thank Lieut.-Col. C. R. M. Green, M.D., F.R.C.S., 
I.M.S., for his very kindly transferring the case to me for operation ; 
and Professor Leonard Rogers, I.M.S., for his interest in the case. 

Pathological report of Professor Leonard Rogers on the central 
growth removed, weighing 23 lbs., three days after operation : — 


“The tumour shows the typical fibrous stroma, with the large 
dilated lymph spaces of elephantiasis. There are here and there 
thrombosed vessels with leucocyte collections around them.” 
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Pre-Eclamptic Coma; Death; Post Mortem 
Cesarean Section ; Living Child. 


By V. B. Green-Armytace, M.B., Capt. I.M.S., 
Resident Surgeon, Eden Hospital, Calcutta, 


I ru1n« the following case is of sufficient interest to put on record, 
although it is a matter of regret to me that at this distance I am 
unable to refer to any recent literature on the subject, for I feel sure. 
the condition must have been observed before, although I can find no 
mention of it in any of the modern obstetric publications. 


The patient, named Kamini, a Bengali, primipara, full term, 
age 20, was admitted at 2 p.m. on December 3 1911, in a state of 
semi-unconsciousness. The history given by her mother was that she 
had been quite well up till 10 days before, when she complained of 
giddiness, pain in her back and dysuria. The bowels were very 
constipated, and she had slight fever. The day before admission the 
pains and headache and drowsiness becatne more marked, so it was 
decided to bring her into Hospital. 

On admission, the patient looked ill and emaciated and in a toxic 
condition. The pupils were medium and reacted to light; the 
breathing was laboured; she could swallow and ask for what she 
wanted, but lay otherwise in a condition of stupor. There was 
edema of both feet. Liver and spleen appeared normal. Lungs 
and heart showed nothing noticeable, beyond accentuation of the 
aortic second sound. The uterus was the size of full term; the head 
not fixed; the fetal heart sounds audible on the left; temperature 
97° F.; pulse 72. The urine was drawn off by a catheter and 
reported upon by Professor David McCay, I.M.S., as follows :— 

Quantity: 3 ounces. 

Specific gravity: 1014. 

Reaction: acid. 

Albumen : 1'5 per cent. 

Glucose: nil. 

Urates: a trace, 

Acetone: well marked in distillate. 

Diacetic acid: nil. 

Leucin and tyrosin: nil. 

Pus and mucus: present. 

Tube casts: both granular and epithelial forms present in 

abundance. 
Urea: 9 per cent. 
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The stomach and bowels were washed out, and a saline purgative 
given, and two pints of normal saline injected into the breast. 

At 8a.m. the next morning I received a message that the patient 
was dying, the note of my house surgeon being that “ the patient is 
quite unconscious. Pupillary reflex absent, respiration deep and 
sighing, about four to the minute; pulse imperceptible.” 

At 8-40 a.m. I saw the patient, and hurried her to the operation 
theatre, some 100 feet away, with a view to doing Cesarean section. 
The respirations, which up till then had been deep, slow and hissing 
in character, about four to the minute, had then ceased altogether; 
but with a stethoscope to the heart I could still faintly perceive the 
heart sounds, but these entirely ceased 7} minutes, by my house 
surgeon’s watch, after the respirations ceased. I immediately, 
having got the patient by now to the theatre, performed post mortem 
Cesarean section on the stretcher and removed a healthy male child, 
weighing 5 lbs. 12 0z., which slowly revived after the usual artificial 
methods had been carried out. The child eventually did very well 
and was seen alive three months after the event. 

I compute that it was not less than two minutes after the heart 
sounds had ceased and nine minutes after cessation of all respiratory 
movement that the child was removed. At the time of operation I 
removed the liver, spleen, kidneys and placenta, and I have to thank 
Professor Leonard Rogers, I.M.S., for his report, which I append :— 

“The kidneys are red and swollen; cortex and pyramids con- 
gested, weight 50z. Microscopic section shows much swelling and 
granular degeneration of the epithelium of the tubes amounting to 
a condition of parenchymatous nephritis, together with considerable 
congestion of the vessels. The liver shows cloudy swelling of the 
cells and very slight fatty degeneration. Placenta, nothing of 
note. Spleen, slight congestion and hypertrophy.” 
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GYNAECOLOGY. 


The Calcium Content of Human Blood, especially in woman ; and 
a practical clinical method for its quantitative estimation. 


Lamers (Zeitschr. f. Geb. wu. Gyn., Bd. Ixxi, Heft 2) describes a 
simple method of estimating the calcium content of the blood which may 
be employed even by those unused to chemical research. According to his 
observations the calcium content of the blood is not so much the equivalent 
of that of the blood serum as of the plasma. It is increased during 
pregnancy in normal cases, and still more increased in labour. Lamers 
discusses briefly many of the numerous conditions in which the calcium 
content of the blood is supposed to be a factor of importance. R.W.]J. 


The Internal Secretion of the Corpus Luteum. 


Kiuts1 (Monatss. f. Geb. und Gyn., Bd. 36, Heft 4, Seite 399). The 
writer describes the method he adopted in order to secure the corpus luteum 
content without any admixture of other tissues, and the comparative experi- 
ments he carried out in order to determine the effect of the substance on the 
blood. He shows that the extract brings about a remarkable increase in 
the rapidity of the coagulation of freshly-drawn human blood, whether the 
extract be used fresh, or kept on ice for several (7) days. He states that 
lutein extract is capable of causing immediate coagulation of the blood. 
He further expresses the opinion that in all probability in normal ovulation 
the coagulation of the blood is brought about by the rupture of the Graafian 
follicle, owing to the liberation of the lutein cells, and it may be that these 
substances enter the blood stream and bring about the cessation of the 
menstrual period. W.R.P. 
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Graves’ Disease and Gynzcology. 


BIRNBAUM (Revue de Gyn., Sept. 1912) has had a previous publication of 
his summarized. He refers to the effects on menstruation, but does not 
throw any light on the subject except to suggest that the pathological 
secretion of the thyroid neutralizes the ovarian secretions which normally 
regulate menstruation. As a complication of pregnancy it appears that 
German writers regard it more unfavourably than French or English. 
He suggests that pregnancy increases a latent pre-existing disease and 
that in this way the pregnancy has been thought to cause the disease. 
He has seen cases which have done well in spite of pregnancies. Under the 
heading of treatment he does not mention anything new. C.W. 


The Treatment of Tuberculosis of the Genital Organs. 


Patel, (Revue de Gyn., August 1912) devotes 25 pages to this subject, 
and concludes with a valuable bibliography. He divides the subject into two 
main divisions—(1) tuberculosis of the appendages; (2) tuberculosis of the 
vulva, vagina and uterus. 

The writer recognizes two forms of vulval lesion—ulcerative and hyper- 
trophic; of vaginal lesions, the ulcerative form is the one usually seen, 
but he draws attention to the tuberculous origin of many vaginal fistule. 
Cervical lesions are divided into four—miliary, papillary (simulating 
carcinoma) ulcers (most frequent) and interstitial. 

In all the above cases, if there is advanced tuberculosis elsewhere the 
usual treatment consists of caustics and antiseptics; in rare instances, 
especially in hypertrophic forms, excision is advised. 

Tuberculosis of the uterus usually accompanies tubal disease, and the 
treatment is similar. 

In considering the cases where the disease affects the appendages, he 
takes four classes—(a) where the tubal lesion is most marked; (b) where 
tuberculous peritonitis predominates; (c) where the ovary is mainly 
affected ; (d) where there are local complications. Under (d) he mentions 
chronic peritonitis causing intestinal obstruction, spontaneous evacuation 
of an abscess into the gut, bladder, vagina, ureter and skin. 

In the second part of the article he mentions the general treatment, 
including vaccine therapy, and then discusses operative measures. He 
prefers laparotomy to vaginal operations, and regards total hysterectomy 
with removal of both appendages as the best operation for severe cases. 
Patients with tuberculous salpingitis do badly if not operated on; the ideal 
time for radical treatment is when the very acute state with distension, etc., 
is subsiding. 


He gives tables showing the mortality from various operations and their 
after-results. C.W. 


Changes in the Kidney resulting from Tying the Ureter. 


CorpeTt (Amer. Journ. Med. Sciences, Oct. 1912, p. 568). Since 
clinicians and laboratory workers differ so widely as to the effect of ligature 
of the ureter upon its kidney, upon the undamaged one, and upon the body 
as a whole, J. E. Corbett records the results of his experiments to determine 
these effects. In all twenty-four experiments were conducted, and the 
results are classified under the following headings :— 

1. Changes resulting from the ligature in the kidney on the tied side. 
The most striking changes in the kidney are those resembling nephritis. 
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After twenty-four hours the kidney is larger and heavier and presents 
alternating light and dark areas. The glomeruli are usually surrounded 
by a zone of congestion. The effect on the convoluted tubules varies, in 
some places scarcely any change is to be noticed, in others they have under- 
gone extreme degeneration and are represented as a mass of granular 
detritus. The tubules are dilated, particularly so at the pelvic outlets of 
the collecting tubules. At the end of six days the changes are very marked. 
The kidney is pale and cedematous. The pelvis shows a marked degree of 
hydronephrosis. The tubules, especially the convoluted, show masses of 
detached epithelium with commencing connective-tissue formation. At the 
end of twenty-six days the kidney is converted into a thick-walled hydro- 
nephrotic sac, on the surface of which are numerous areas corresponding 
to bands of connective-tissue seen in the cut surface. Microscopically, the 
cortex consists of a mass of coniective-tissue round cells, nearly normal 
glomeruli and tubules in all degrees of degeneration. In many of the 
animals, however, the changes produced were not nearly so marked, and 
in some were so slight as to be almost negligible. In these the chief micro- 
scopic changes were seen in the tubules and were apparently of a fatty 
nature. Very occasionally the damage was only local in the kidney 
parenchyma. 

2. The amount of damage inflicted on the kidney substance in relation 
to its excretory power after atresia of the ureter lasting for various periods 
of time. To determine this point the urine was collected from the kidneys, 
the ureters of which had been tied for varying lengths of time, measured 
and analyzed. After atresia of the ureter for twenty-four hours the kidney 
at first excreted irregularly, but in time resumed its full function. The 
amount of chlorides excreted showed less variation from the normal than 
the nitrogen. After six days’ atresia the kidney eventually recovered 
its function sufficiently to be capable of excreting urine containing an 
amount of nitrogen compatible with nitrogenous equilibrium. After atresia 
lasting twenty-four days the kidney was at first to all intents and purposes 
functionless ; subsequently it regained some of its power, but ultimately 
entirely ceased to excrete. 

3. The permanent lesions remaining in the kidney as a result of atresia 
of its ureter. In the first experiment the ureter was ligatured for twenty- 
four hours, and eight days later the healthy kidney was removed. The 
animal was killed twenty-four days after the first experiment. The follow- 
ing were the changes noted in the kidney :—Macroscopically, the kidney is 
larger than normal; on section a few hemorrhagic spots are seen in the 
cortex and the medulla is thickened. Microscopically, there is an increase 
of the connective-tissue with scattered areas of small round cells. In the 
second experiment the ureter was ligatured for six days and the ligature 
then removed. Six days later the healthy kidney was excised and the 
animal killed, seventy-four days after the first operation. The following 
were the conditions :—The kidney is large, with some evidence of former 
hydronephrosis; the tubules are deformed, and their epithelium has an 
abnormal appearance. Scattered areas of connective-tissue are also seen. 
In the third experiment the ureter was tied for twenty-four days; the 
ligature and the healthy kidney were then removed at the same time, and 
the animal killed thirty-seven days later, when the following conditions 
were present :—The kidney is pale and shows areas of scar-tissue on the cut 
surface and retraction on the outer surface. There are remains of old 
hydronephrosis. There are some wedges of connective-tissue incorporating 
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remains of the convoluted tubules. The urine contains casts and albumin. 
In the fourth experiment the ureter was ligatured for twenty-three days, 
when the ligature and the healthy kidney were removed and the animal 
killed fifty-five days later. Practically the same results were noticed as 
in the preceding experiment. 

4. Changes in the unoperated kidney as a result of ligature of the ureters 
of the opposite kidney. With exception of compensatory hypertrophy no 
constant lesions were noticed. Sometimes, especially if the ureter had been 
ligatured for any length of time, there appeared a few hyaline and epithelial 
casts with a few scattered areas of round-celled infiltration. 

Analysis of the urine frequently showed that there was an immediate 
increase of the nitrogen and usually some albumin which persisted for a 
longer time than if it had been due to the effect of the anzesthetic. 
The author could find no evidence of any nephrotoxic action of the hydro- 
nephrotic fluid. After injection of this fluid into healthy rabbits there 
seemed to be a slight decrease of the amount of nitrogen excreted, and this 
was the only change. 

Conclusions. ‘There always results severe destruction of the kidney after 
prolonged obstruction. ‘To ensure full functional capacity of the kidney the 
obstruction must be removed in not less than ten days at the outside. After 
an obstruction lasting for twenty-four days removal of the kidney seems 
justifiable on the following grounds—viz., that there remains but little 
functioning power in the kidney and the existence of hydronephrosis (a 
common result of atresia of the ureter) is a source of potential danger 
through its liability to become infected at a subsequent time. J.A.W. 


Vaccine Diagnosis of Gonorrhea in Women. 

A. J. STERNBERG (Gynek. Rundschau, 1912, Heft 19). In most cases of 
chronic gonorrhoea staining and culture methods, as regards diagnosis, 
present difficulties, and are unsatisfactory. It has been pointed out that 
the gonococcus vaccine produces a sclerosing effect upon healthy tissues, 
while indurated inflammatory areas of gonorrhceal origin become softer 
after vaccine treatment. Massage of non-gonorrhceal indurated areas is 
fraught with less danger, as regards setting up fresh inflammatory attacks, 
than massage of those lesions due to gonorrhcea. Gonococcus vaccine has 
been injected subcutaneously into subjects suffering from gonorrhoea; but 
the cutaneous reaction, when positive, is not so marked as in the Pirquet 
reaction. Four cases of gonorrhceal Bartholinitis were treated in this way. 
There had been swelling, slight redness and pain prior to injection, but no 
_ abscess formation. Within 16 to 18 hours after injection (diagnostic dose), 
an abscess was fully developed. The author employed a vaccine 1 cc. of 
which contained 100 million killed gonococci. The dose varied according 
to the condition of the patient. The medium dose containing 333 million 
killed gonococci was o'3.cc. This dose generally sufficed to determine the 
specific character of the disease. Commencing with this dose, others 
(06 cc.) were given, which were immunizing. Following these doses there 
was an improvement in the condition of the connective-tissue around the 
uterus and adnexa. In cases of peri- and parametritis of gonorrhceal origin, 
with marked painful and local thickening, together with an anteverted and 
comparatively immobile uterus, the symptoms subsided within 3 or 4 days of 
the injection. It was frequently noticed that the effect produced by the 
injection on female organs of generation closely resembled those occurring 
during menstruation; patients stated that they had a clear hemorrhagic 
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discharge after the injection of a weak solution—an observation also made 
by Wright. Acute pain is felt in the affected area only on the first day of 
injection; it passes off completely later on. There is an increase in the 
lymphatics, which results in the increase in size of the uterus and adnexa. 
The bimanual examination causes less pain after vaccine injection than 
before its use. Where the disease is localized to the adnexa, painful 
indurated masses having indefinite contour resolve, two days after injection, 
into more or less discrete, soft, small and comparatively painless areas. 
Frequently the menses appear earlier than usual, owing to the increase of 
blood and lymph locally, after injection treatment. 

The vaccine method of diagnosis is a valuable one, not only in doubtful 
cases, but in differential diagnosis, e.g., from appendicitis, cystitis and 
ectopic pregnancy. Control experiments were carried out on perfectly 
healthy women, and also in those suffering from non-gonorrhceal peri- and 
parametritis. J.S.Y. 


Vaccine Diagnosis and Therapeutics of Chronic Gonorrheea in the 
Female. 

A. Huerreit, (Monatss. f. Geb. u. Gyn., Bd. 36, Heft 3, Seite 343). 
This is a comprehensive review of work done on this subject in recent 
years, dealing with the published results in most European countries, and 
it has a full bibliography appended. W.R.P. 


Papilloma of the Vagina. 

KressELBacH (Monatss. f. Geb. u. Gyn., Bd. 36, Heft 4, Seite 404). 
In a paper illustrated with special plates the writer describes this condition, 
which has already been the subject of many investigations, to which he 
freely refers. He discusses whether they are to be considered benign or 
otherwise, and gives certain points for the determination of this in various 
types of case. He draws examples from current British and Continental 
literature, and gives the history of several cases in his own charge. There 
is appended a short note of the literature. W.R.P. 


The Operative Treatment of Primary Epithelioma of the Clitoris. 
Basset (Revue de Chirurgie, 1912, No. 10, p. 546). From the study of 
147 cases of primary epithelioma of the clitoris collected in his Paris thesis, 
and from the results obtained by the application of Gerota’s method into 
the investigation of the lymphatic and glandular territory of the clitoris, 
Basset has devised an operation for the complete removal of these tumours 
together with bilateral extirpation of the lymphatics of the organ and of the 
lymphatic glands to which they lead. This extirpation, however, should 
not be limited to the glands in Scarpa’s triangle, but should also be 
systematically extended to the external and internal retro-crural glands. 
The tissue should all be removed in one piece. The operation should, 
whenever possible, be performed at one sitting. When this is impossible, 
from the age or condition of the patient, or from the extent of the growth, 
it may be performed at two sittings, the glands being first extirpated, and 
the growth itself being removed a few days later. F.E.T. 


Infantile Menstruation with Convulsions, 

PrcHERE (La Presse Médicale Belge, March 17 1912) distinguishes 
between premature puberty where a child under twelvé menstruates, and 
may even conceive, from infantile menstruation. The distinction, he 
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admits, has been established by Cullingworth, Gautier and others. Gautier 
collected 41 genuine cases, publishing statistics in 1884. Out of these, 19 
menstruated before the conclusion of their first year, including 1 case where 
the phenomenon appeared at birth; 9 in the second year and 11 between 
the ages of two and six. After relating his own case and noting the above 
statistics, Pechére dwells on others where details were carefuily registered. 
Thus Schukowsky detected 35 newborn infants who menstruated, out 
of 10,000. Renouf, who dwells like Pechére on the neuroses which attend 
this anomalous menstruation, closely observed 221 female infants under 
fifteen days old, and detected a true, non-traumatic haemorrhage from the 
vulva in two, that is, 26 per cent. The bleeding generally appears between 
the fourth and the tenth day, lasting about a couple of days and often 
preceded by a mucous discharge. The mamme are distinctly enlarged and 
tender in some cases, and in a few even a milky fluid is discharged from 
the nipples. No other external objective changes, such as are seen in 
normal menstruation and in premature puberty, were registered, but one 
important genuine complication, namely, fits, was observed more than 
once. Convulsions occurred in Pechére’s own patient. A young mother of 
seven children, with a healthy husband, gave birth to a female child last 
autumn. Tournay, who attended and had been present at all the seven 
previous labours, assured Pechére that this eighth labour was spontaneous 
and uncomplicated, like the previous deliveries. On the second day the 
infant had several fits. Pechére saw it on the third day, five minutes 
after a convulsion. The lips were slightly cyanosed, the pupils even, the 
limbs not rigidly extended nor contracted, the respiration and pulse normal. 
The patellar and plantar reflexes were strongly marked. The child was 
remarkably well-nourished, weighing nearly ten pounds. The hair was 
long and the lanugo unusually developed. Under each nipple was a 
tumefaction as big as a green pea. Pechére adds that there was slight 
redness around the umbilicus and that the stump of the cord was macerated 
owing to frequent bathing. The labia majora were distinctly tumefied, 
they were covered on their apposed surfaces with vernix caseosa, but did 
not adhere. A free, tenacious, mucous discharge slightly pink, issued from 
the vagina. A few hours later somewhat free haemorrhage took place. 
Tournay and Pechére carefully scrutinized all circumstances in association 
with the child, its birth, its ablutions, etc., and felt convinced that there 
could be no question of traumatism. The hzemorrhages lasted about two 
days and a half and disappeared suddenly. The fits continued. They were 
epileptiform ; no less than twelve occurred on the day Pechére first saw the 
child, and they steadily diminished in frequency and violence. On the 
fifteenth day of the infant’s life three slight convulsions were noted in 
twenty-four hours, and slight hemorrhage returned and continued for about 
twelve hours. Then for two days the fits became more frequent, but ceased 
abruptly six days later. On the fifth day a little sebaceous eruption 
appeared around the nose and disappeared within a week. Potassium 
bromide and chloral were given, and probably accounted for slight gastric 
irritation for a few days towards the end of the second week. Otherwise 
there were no complications. Pechére read his report three months later, 
implying that the child suffered no more from the infantile menstruation 
and the associated fits. Pechére discusses theories about catamenial 
phenomena in the new-born infant. According to Bouchacourt and Brindeau 
the placenta produces chemical compounds which play a part in lactation. 
Perhaps in these cases the infant as well as the mother is influenced by 
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these compounds. Kerffer has detected distinct evolution of acini and 
tubules in some female infants dying shortly after birth. Pechére, however, 
reminds us that there are plenty of Graafian follicles in the ovaries at 
birth, and some are mature or even ruptured and undergoing involution. 
Thus the infant’s own ovaries may directly set going the uterine 
hemorrhages (through development of lutein ?). A.D. 


Anterior Decollation in Hysterectomy. 


Bazy and CHAMBARD (Revue de Gyn., Sept. 1912) state that Faure pointed 
out the advantages of this method of performing hysterectomy in difficult 
cases complicated by salpingitis. After turning down the bladder the 
uterus is removed from before backwards and then the adherent tubes 
separated from below upwards. The advantages claimed are that in this 
way a plane of cleavage is met with below where the adhesions are softer 
than at the pelvic brim, and that the uterine arteries are secured early and 
thus hemostasis is obtained. 

The writers give details of the technique of the operation, which they 
prefer to hysterectomy by Kelly’s method. In cases in which hemisection 
of the uterus will be necessary it is often an advantage to lay bare the 
cervix in front and to control the uterine arteries as a preliminary. 
They give details and illustrations of several of their cases. They conclude 
with some statistics—42 cases out of 129 have been operated on by this 
method. The indications for operation were chiefly salpingitis, but three 
fibroids and two tumours of the broad ligament are included. There 
were no deaths. C.W. 


Aseptic Necrobiosis of Uterine Fibromyomata. 


BarBoutH (Revue de Chirurgie, 1912, No. 10, p. 571) presents a clinical 
and histological study of aseptic necrobiosis of uterine fibromyomata, and 
records 5 cases of this condition, which he considers to be a degeneration. 
It may be a massive degeneration or may occur as multiple small foci. He , 
distinguishes dry necrobiosis and necrobiosis with cedema. Its evolution 
occurs in three consecutive stages—(1) a proportional diminution of the 
muscular fibres together with an apparent increase in the connective-tissue 
fibres ; (2) incomplete necrobiosis with thromboses, interstitial haemorrhages 
and sometimes cedema; and (3) complete necrobiosis, in which normal 
histological elements cannot be distinguished. Clinically, aseptic necro- 
biosis of uterine fibroids may give rise to a grave and acute syndrome, 
comprising rise of temperature, violent abdominal pain and metrorrhagia. 
In spite of these symptoms the operative prognosis does not differ from that 
of hysterectomy for fibroids in general. F.E.T. 


Rontgen Rays in the Treatment of Uterine Fibroids. 

HALLER (Arch. Mens. d’Obst. et de Gynécol., Aug. 1912) gives a general 
review of the present position of radiotherapy as applied to uterine fibroids. 
After a brief history from 1904, in which he shows that the method has 
been taken up by gynzecologists as well as by radiologists, he passes to the 
technique and says that each practitioner has one of his own. Some 
irradiate the tumour directly, some the ovaries as well or chiefly. Schénberg 
filters the rays through chamois leather and tinfoil, Laquerriére and 
Guilleminot through 1 millimetre of aluminium fluoride glass, Bordier 
through sheets of aluminium of varying thickness according to the parts 
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to be reached. Various means are used of pushing aside the bowel, of 
pushing up the tumour or of pushing back the abdominal wall to approach 
the seat of operation more closely. The tumour in the practice of most 
workers is approached from several different sides in succession. 

The clinical results are noted in relation to the haemorrhage which tends 
to diminish early; thus several authors advise the treatment to be 
suspended in young women if there is not an early amelioration. In some 
cases, however, the first effect is a stimulant one, and serious hemorrhage 
may result. The effect on the ovary is disputed, Bergonié and Speder 
asserting that the internal secretion is interrupted, while most maintain 
that this function is unimpaired. In any case hemostasis is often difficult 
to obtain in women under forty. 

In some cases, at any rate, it seems established that the tumour does 
diminish in size, though some authors assert that this is merely temporary. 

Treatment is followed by marked improvement in the general condition 
in women whose haemorrhage has ceased. 

The application of the X-rays commonly produces various sensory 
disturbances, frequency of micturition, etc., and in cases where the ovaries 
have been affected, flushings and similar phenomena associated with the 
menopause. ‘The pubic hair oiten falls out and pigmentation is common, 
and, according to Haller, the radiologists do not always admit, in their 
publications, the number of severe cases of dermatitis they have produced. 

The mechanism of the effect is unknown; probably the sterilizing action 
on the ovary is the chief one, but possibly there is a direct action on the 
tumour itself. In cases where the treatment has failed to arrest the 
hemorrhage, operative interference is rendered more difficult by the 
increased vascularity of the parts. 

The age of the patient is an important factor in the prognosis: the 
nearer it is to the menopause the better the result likely to be attained. 
The variety of the tumour, too, must be considered, as interstitial fibroids 
do best, while subperitoneal pediculated tumours remain unaffected. Their 
situation makes them more or less accessible to the rays. Complicated 
cases (tubal disease, etc.) and rapidly-growing or degenerating tumours are 
not to be irradiated; but some of these complications are difficult of 
diagnosis. 

Surgeons looked to this treatment in cases of profound anzmia or of 
cardiac trouble, but radiologists, too, fear these conditions, and fatal cases 
have been recorded. It may be concluded that radiotherapy may be tried 
in patients near the menopause, but that the knife is still the only radical 
treatment for fibroids. The use of radium is not referred to. E.H.L.O. 


The Extended Abdominal Operation for Carcinoma Uteri. 


Prof. Dr. E. WERTHEIM, trans. by HERMANN GRAD (Amer. Journ. Obstet., 
Aug. 1912). This is a very lengthy article based on 500 cases, which has 
been well translated into English, only the details of the cases being 
omitted. 

The subject is discussed under the following headings :— 

A. The development of the technique of the operation. 

B. Indications for operation. 

C. Operative mortality. 

D. Recurrence. 

E. Late results and absolute accomplishments, 
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F. Comparison of what can be accomplished with the extended abdominal 
operation as compared with the vaginal operation. 

G. Reasons for the superiority of the extended abdominal operation. 

The special points dealt with are :— 

1. Prevention of infection from the primary focus. 

2. The care of the wound. The question of drainage is fully discussed 
under this heading. 

. Haemostasis. 

. The treatment of the ureters. 

. The bladder. 

. The rectum. 

. The regional lymph glands. 

. Narcosis. 


On Aun 


The article is well illustrated and numerous references to literature are 
given. S.J.A. 


A Case of Rupture of a Hemorrhagic Corpus Luteum into an Intra- 
ligamentary Cyst, Resembling Ruptured Ectopic Pregnancy. 

S. G. LUKER (Lancet, Oct. 19 1912) publishes this case on account of 
(1) the resemblance of symptoms and signs to those of ectopic pregnancy ; 
(2) the source of the haemorrhage. 

The patient was quite well till Aug. 5, when she felt pains in the lower 
abdomen which continued till the 16th. On this date the menstrual period 
should have come on, but did not appear, and she was seized with an acute 
attack of abdominal pain. On the 21st there was a second attack with loss 
of blood from the vagina, and on this day she was admitted to Hospital. 

On examination there was a tender swelling rising out of the pelvis on 
the right side and behind the uterus which was pushed over to the left, and 
as the pulse rate was gradually rising laparotomy was decided on and 
performed, the tentative diagnosis of ruptured tubal gestation being made. 
On opening the abdomen the above-mentioned condition was found and the 
tumour removed, the patient making an uneventful recovery. 

A full description with illustrations of both the naked eye and micro- 
scopical appeatances of the tumour are given. J.M.W. 


Spontaneous Torsion of the Normal Tube and Ovary. 


Auvray (Arch. Mens. d’Obst. et de Gynéc., July 1912) contributes a 
memoir on this unusual condition. His patient was a girl, of 144 years, 
admitted to Hospital suffering from a first attack of acute ‘‘ appendicitis ” 
of four days’ duration. She had previously enjoyed good health. The 
diagnosis was not doubted, and tha patient was treated with local applica- 
tions of ice, etc., till the acuteness of the symptoms had passed off. Three 
weeks after the crisis the abdomen was opened to the outside of the rectus, 
and the appendix was found normal. The right tube was found distended 
at its outer end, twisted over the edge of the broad ligament, behind which 
it lay. The twist was of two turns clockwise, and was chiefly near the 
uterine cornu. Histological examination showed no abnormality in the 
tube beyond what ‘kad been produced by hemorrhage into the tissue and 
into the lumen. There was no trace of chorionic villi. | 

Auvray deals briefly with a series of similar twists found in hernial 
ovaries or tubes, with torsions of the healthy appendages during pregnancy 
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and apart from that condition. Among the cases discussed are two 
published in this JournaL by Dr. L.MclIlroy and Dr. Stark, and these are 
discussed at some length. 

The mechanism is obscure: the congestion of menstruation has been 
suggested as a predisposing cause. Payr has suggested venous engorge- 
ment as a cause of the torsion, but what causes the venous engorgement ? 
In MclIlroy’s case there was possible compression from prolapsus. Auvray 
brings forward as a speculative working hypothesis the natural spiral shape 
of the tube found in the foetus, with insufficient growth of the mesosalpinx ; 
but, as he himself points out, if that be the cause why is it not much more 
common. E.H.L.O. 


On a Primary, and on a Metastatic Carcinoma of the Ovary, with 
secretion of milk in the Mammz. 

SAENGER (Monatss. f. Geb. u. Gyn., Bd. 36, Heft 4, Seite 436). In a 
lengthy article on this subject the writer points out that in recent years the 
point of origin of the Hormone whichi is responsible for lactation has been 
greatly discussed without any definite conclusion having been attained. 
He describes the various experiments already carried out by different 
workers in this field, and adds the account of two cases in his own experi- 
ence which came to autopsy. The paper does not lend itself to abstraction. 

W.R.P. 


Removal of Appendix: Cancer of Ovary in Child aged Eleven. 
LAHEY and HayTHORN (Amer. Journ. Med. Sci., Feb. 1912), recognizing 
that primary cancer of the ovary, infecting its fellow, is known to occur in 
very young girls, whilst cancer of the vermiform appendix, they admit, has 
often been noted in young children, report a somewhat doubtful case where 
the clinical symptoms of malignancy developed with unusual rapidity. A 
girl, aged eleven, underwent an operation for inflamed appendix. The part 
was removed, and some little cysts, detected in both ovaries, were 
punctured. The patient lost flesh and strength, and six weeks later the 
right knee became swollen. Rest and bandaging proved satisfactory, but 
though the knee was restored to health and the abdominal wound healed 
well, the patient’s general condition grew very bad. Six weeks later there 
was abdominal swelling with pain and almost constant vomiting. There 
was clearly free fluid and a circumscribed mass was detected in the 
epigastrium. Tuberculous peritonitis, possibly overlooked at the first 
operation, was suspected and abdominal section performed. Large masses 
of new growth occupied the abdominal cavity and pelvis. Both ovaries 
were about equally enlarged, being two or three times their normal size; 
they were hard, solid and studded on their surface with big nodules, some 
of the size of a walnut. The stump of the appendix, which had been turned 
in to the caecum, could not be found, and the cecum itself was buried in a 
mass of new growth. The right ovary was removed, but nothing more — 
could be done, and the patient died a month after the operation. The 
operation wound healed, but the abdomen became distended with fluid 
again and vomiting continued until death. The authors regret that the 
vermiform appendix, removed at the first operation, had not been examined. 
Adenocarcinoma of both ovaries was defined on microscopic examination. 
It had become widely disseminated, extending to the uterus, colon, small 
intestines, stomach, cesophagus, gall-bladder, adrenals, urinary bladder, 
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inguinal, lumbar, pelvic, mesenteric peribronchial, cervical and axillary 
glands, diaphragm, muscles of the abdominal walls and the mammary 
glands, and the peritoneum and also the pleura, but the heart, lungs, liver, 
spleen, and kidneys were exempt. The authors conclude that fluid in the 
abdomen of young children without general anasarca should always be 
investigated by an exploratory incision, provided that adhesive peritonitis 
and cirrhosis of the liver be excluded. A.D. 


OBSTETRICS. 


A Plea for a Universal Standard in the Observation of Morbidity 
of Childbed. 


A. W. RussELL (British Med. Journ., Oct. 19 1912), in this extract from 
a paper read at the International Obstetrical and Gynecological Congress, 
Berlin, Sept. 1912, comments on the different methods used by various 
lying-in hospitals, etc., for estimating the morbidity of their cases, giving 
as instances (1) Queen Charlotte’s Hospital; (2) Continental method; (3) 
Rotunda Hospital; (4) British Medical Association method ; and comes to 
the conclusion that— 


(a) It is desirable to have a uniform standard for recording morbidity in 
the puerperium. 


(b) For this thermometers of ascertained correctness should be used. 


(c) The observation should always be made in one place, preferably the 
mouth, and for a fixed time. 


(d) The temperature should be taken at stated intervals and at the same 
time of the day, and the first day should be included. 


(e) The record should contain all abortions, and also all deaths with a 
previous morbidity. 


({) Both temperature and pulse should be taken, and the lower limit in 
each fixed by a resolution of the International Congress for 
Obstetrics and Gynzecology, and thus become a_ recognized, 
universal uniform standard of morbidity for use in all scientific 
communications. J.M.W. 


_ The Maternity Ward at St. Thomas’ Hospital, London, and its 
Work During 


J. S. Farrparrn and J. M. Wyarr (British Med. Journ., Oct. 19 1912). 
This is an account of how one of the general wards at St. Thomas’s Hospital 
was converted into a maternity ward to meet with the recommendations of 
the General Medical Council which have been adopted by the Universities 
of Oxford and Cambridge. And also gives the methods used there for the 
instruction of the students, and a report of the work done there during 
IgII. J.M.W. 
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Nervous Diseases in Pregnancy. 


SAENGER (Miinch. med. Wochensch., No. 41, Oct. 1912) refers to cases of 
puerperal neuritis of toxic origin, and he believes that such cases begin 
during pregnancy. He discusses the hysterical origin of many cases of 
vomiting during pregnancy. He points out that epilepsy may be favour- 
ably or unfavourably influenced by pregnancy. The general opinion of 
neurologists is that epilepsy is not favourably effected by the induction of 
labour. Only in the few cases where fits recur very frequently and where 
there is a possibility of incurable mental disturbance is induction justifiable. 
Saenger quotes two cases of mental depression improved by the interruption 
of pregnancy. He advocates the co-operation of neurologist and gynz- 
cologist to decide the advisability of interrupting pregnancy in cases of 
mental diseases. J.A.C.K. 


The Lipoid Content of the Blood Serum in Pregnant and Non- 
pregnant Women. 


RoEMER (Zeits. f. Geb. u. Gyn., Bd. 1xxi, Heft 2) describes the lipoid 
reaction of Neumann and Hermann, and records his observations anent it. 
He believes that the reaction is characteristic of pregnancy (except the first 
three months), labour and the puerperium. During menstruation the lipoid 
content is distinctly lowered, while between periods it gives a moderate 
reading. After the menopause the reading is increased. It is possible 
that the reaction may be of considerable use in diagnosis in many cases. 


R.W,J. 


The Lipoid. Content of the Blood of Pregnant and Non-pregnant 
Women and of New-born Infants. 


HERRMANN and NEUMANN (Biochem. Zeits., Bd. 43, 1912, p. 47) find that 
the blood of pregnant women, compared with the non-pregnant state, shows 
a definite increase of cholesterin ester, and particularly of neutral fat. In 
the new-born infant both are less than in the adult. Cholesterin ester was 
recognized by the production of palmitic cholesterin. The content of free 
cholesterin as well as of phosphatides, including lecithin and cephalin, 
showed no marked differences in all three. H.L.M. 


The Lipoid Content and the Cobra-hemolysin-activating proper- 
ties of the Serum of Pregnant and Non-pregnant Women. 


Roemer (Zeits. f. Geb. u. Gyn., Bd. 71, 1912, p. 350) shows that a 
quantitative lipoid reaction is characteristic of the last six months of 
pregnancy, of labour and of the puerperium. During menstruation the 
lipoid content is markedly diminished, while in the intermenstrual period it 
becomes intermediate between the preceding and pregnancy. The post 
climacteric content again tends to be high. The origin of these differences 
cannot be stated. He agrees with the statement of Heynemann as to activa- 
tion of cobra venom hemolysis, and points out that this goes hand in hand 
with the lipoid content. (Heynemann’s paper is in Arch. f. Gyn., T. 90, 
Igl0, p. 237.) -M. 
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The Effect of Ablation of the Corpus Luteum at the Commence- 
ment of Pregnancy. 


CaTHALA (Bulletin de la Soc. d’Obst. et de Gynécol. de Paris, etc., No. 6, 
June 1912), in a paper read before the Obstetrical Society of Paris, concludes 
that in the human species at least, the corpus luteum is not indispensable 
for the nutrition of the ovum at the commencement of pregnancy, and that 
the removal of this structure during the early months cannot be considered 
as a cause of abortion. This view differs from the experimental results 
obtained by Fraenkel, Magnus, Lane Claypton, Starling and others in the 
case of the rabbit. Fraenkel found that a pregnancy in the rabbit is inter- 
rupted when the corpus luteum is destroyed during the first twenty days, 
that is, during its period of activity. At a later period, when the corpora 
lutea atrophy, removal of the same has no effect upon the gestation. This 
author thought that the same facts held good in the case of the human 
female, and that destruction or ablation of the corpus luteum during the 
first four months of pregnancy would produce abortion. 


Cathala has conclusively shown that this is not the case. He gives 
details of a patient from whom he removed the left ovary, the seat of a cyst, 
at the end of the first six weeks of pregnancy. During the operation he 
noted that no corpus luteum was present in the right ovary, and this body 
was found in the wall of the cyst that had been removed. Contrary to 
expectation, the pregnancy continued normally to term. 


The author has collected ten other observations where the corpus luteum 
has been removed quite at the commencement of pregnancy. Including his 
own case gestation continued without incident and terminated at the 
normal time on nine occasions. As regards the two instances where 
abortion occurred it is of interest to note that in both cases pregnancy had 
terminated in a similar manner before, in the one case twice and in the 
other three times. It is therefore only right to ask if abortion in these cases 
was really due not to ablation of the corpus luteum but to some other 
underlying cause. H.B.W. 


The Corpus Luteum and Uncontrollable Vomiting. 


J. L. Currm (Gynekol. Rundschau, 1912, Heft 19). An extract of 
corpus luteum has been used empirically in cases of uncontrollable vomit- 
ing due to pregnancy and other causes. It is thought that there is a 
definite relation between the action of the corpus luteum, which possesses 
an internal secretion, and hyperemesis gravidarum. Fieux studied the 
pathogenesis of vomiting of pregnancy, and came to the conclusion that 
the corpus luteum possesses a marked antitoxic property, and that the 
ovuin acts as a toxic agent. In four cases which died of hyperemesis Pottit 
found lesions of the corpus luteum, e.g., cysts, infarcts of the ovary in the 
neighbourhood of the corpus luteum, and sclerosed corpus luteum in a 
small sclerotic ovary. The corpora lutea were credited with bringing on 
premature old age, and in all four cases the lutein cells had disappeared 
early. Pottit is of opinion that a toxin, generated by the, chorionic villi, is 
stronger than the antitoxic action of the substance formed by the corpus 
luteum. In the persistent vomiting of pregnancy the toxic effect produced 
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by the ovum coupled with hepatic insufficiency is supposed to give rise 
to the vomiting. 

A case is described in detail, the main features of which are as follows : 
A iii-para had uncontrollable vomiting when 2} months pregnant; no rise 
of temperature ; pulse between 60 and 64 per minute; slight icterus of skin ; 
marked wasting; dry tongue and skin; and although very exhausted the 
patient was quite conscious. The hemoglobin index was high, and though 
the pulse was slow, a bad prognosis was given. Emptying of the uterus 
was postponed till next day on account of the patient’s critical condition. 
Patient died. At the autopsy the ovaries were found to be enlarged. One 
contained a large corpus luteum which was cystic. The cystic degeneration 
and increase of connective-tissue of the corpus luteum accounted for its 
functionating portion being reduced by one-half. The marked cystic 
degeneration of the small follicles and general dilatation of the vessels, 
giving rise to increase in size of both ovaries, together with the degenera- 
tive changes found in the corpus luteum, led the author to agree with 
Pottit’s theory of insufficiency of the corpus luteum activity. As the above 
observations have only a clinical significance, the author merely wishes to 
record a case which seems to support Pottit’s theory, rather than formulate 
any definite and binding conclusions. j8.Y. 


A Case of Auricular Fibrillation and Pregnancy. 


C. H. Miner (Lancet, Nov. 2 1912) reports a case in the London 
Hospital under Dr. James Mackenzie. The patient had had rheumatic fever 
three times and chorea a similar number. She had been in the Hospital 
three times for cardiac failure, during one of which she had given birth to a 
full-term child, and it had always been noted that her pulse was con- 
tinuously and completely irregular. She had had four children. The notes 
from January 18 to April 9 are given in full with two pulse tracings. 

Dr. Miller comments on the facts that there are practically no records of 
patients with auricular fibrillation passing through the pregnant state, 
and on the action of digitalis on the case in question, which drug no doubt 
tided her through her labour and enabled her to again get about and do her 
household duties. J.M.W. 


The Significance of Albuminuria in Pregnancy. 


EmiLy H. S1epEBERG (British Med. Journ., Oct. 19 1912) deals with the 
statistics of the St. Helens Maternity Hospital, Dunedin, New Zealand. 
She gives tables showing the more frequent occurrence of albuminuria in 
complicated cases and in cases of abortion, etc., and then gives lists of 
individual cases where this disease has occurred and also of “ return” 
cases; and concludes by giving theories of the cause and suggesting that 
more frequent examinations of the urine are indicated as a help in 
prognosing complications of labour. J.M.W. 


Eclampsia Treated by Cesarean Section. Death from Pneumonia. 


Paucot and LEec.ERcQ (Bulletin de la Soc. d’Obst. et de Gynécol. de 
Paris, etc., No. 6, June 1912), give details of a case in which they performed 
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Ceesarean section for eclampsia. The patient, age 22, was admitted to 
Hospital in a condition of coma with marked cedema of the vulva and lower 
extremities. The urine showed a large percentage of albumen. The size of 
the uterus showed that pregnancy was almost at term. Venesection, purga- 
tion and injection of 500 grammes of isotonic glucose solution gave little 
if any relief, and after the 20th convulsion it was decided to evacuate the 
uterus. The reasons for selecting the abdominal route were chiefly the 
marked cedema of vulva and vagina, the absence of any dilatation of the 
cervix and the desire to save if possible the foetus, as the mother was 
judged to be moribund. ‘The operation lasted 25 minutes, but unfortunately 
the child was dead when extracted. Only one convulsion followed the 
evacuation of the uterus, and improvement was evident the day after the 
operation. The amount of urine secreted greatly increased, and three days 
later the patient was fully conscious and wished to sit up in bed. On the. 
sth day after operation, however, signs of pneumonia became evident. 
Dyspnoea was marked, and cough incessant. Death took place during the 
following evening. 

At the autopsy on the mother it was found that no cicatrization of the 
abdominal wound had occurred. The kidneys were large, the right organ 
weighing 195 grammes and the left 160 grammes.. Decortication was easy. 

Both presented four or five small cysts, those on the surface being smaller 
than those in the parenchyma. Some contained a yellow liquid, while the 
contents of others were haemorrhagic. One cyst on the left kidney con- 
tained purulent fluid. The peritoneal cavity of the foetus contained 7 or 
8 cc. of blood-stained effusion. The liver was much congested and many 
hzemorrhages were present under Glisson’s capsule. Rupture of the capsule 
had occurred at one spot and accounted for the presence of blood in the 
peritoneum. 

The authors regard their case as unique in the occurrence of polycystic 
degeneration of the kidneys. Bar, in 87 autopsies, had one example of 
marked atrophy in which one of the renal organs was reduced to three 
cystic cavities. This, however, is not comparable to the present case. 

Cornil and Viault think that in certain cases renal cysts may be formed 
by distension of the Malpighian glomeruli, or obliteration of the uriniferous 
tubules secondary to an interstitial nephritis. This may be the case in the 
present instance. 

In conclusion, the authors state that if they had been able to operate 
in better surroundings and not in a cold room it is probable that they 
would have been able to record a maternal recovery. They are of opinion, 
however, that the natural desire to save a foetal life should not bear 
excessive weight in the course of treatment to be adopted in the mother, 
inasmuch as the child frequently succumbs very rapidly, and even when 
living its existence is very precarious. H.B.W. 


Dystocia from Pad left in Douglas’s Pouch. 


Do.eris (Bulletin de la Soc. d’Obstét. de Paris, etc., etc., July 1912) 
was consulted last June by a woman who was pregnant and seemed in good 
general health. She aborted in the fourth month, in November 1909, thus 
ending her first pregnancy. Some pelvic inflammation followed, and in 
November 1910 an exploratory operation was performed. Igpipuncture was 
practised on the right ovary, and the left appendages were removed. The 
patient continued to suffer lumbar pains. The periods ceased after August 
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8 1911, and Doléris found that she complained of nothing whatever, but 
simply desired to lay-in at the St. Antoine Hospital Maternity. However, 
he examined the case, and found that the cervix lay high up behind the 
symphysis; the vagina was blocked and a bulky mass filled Douglas’s 
pouch. It was like a tense universally adherent dermoid cyst. The patient 
was stout and abdominal palpation proved difficult, but the foetal head 
could be defined above the brim. On June 12 labour pains set in, and on 
June 13 Doléris undertook a Czesarean section. The median incision passed 
through the placenta, but the bleeding was not severe, and a female child, 
six pounds in weight, was delivered. Then the placenta was extracted and 
the uterine incision closed by sutures. A remarkably smooth deposit of 
organized lymph covered the pelvic cavity behind the uterus; it resembled 
a fold of healthy peritoneum passing from the uterus to the posterior 
abdominal walls. Some adherent intestine and omentum were liberated 
from adhesions, but the false membrane could not be peeled off from its 
attachments. The scissors were carefully used and much thick pus shot 
upwards out of the incision. The under or inner surface of the false 
membrane was rough from granulations. When the membrane was laid 
open with precautions the mass was drawn up. It was a gauze pad which 
had been left behind over one year and a half previously. It was completely 
soaked in pus, and was, when removed, found to be about six inches in 
diameter. As thorough drainage of the purulent cavity was imperative, 
Doléris considered that it would be dangerous to attempt to save the uterus, 
and therefore he amputated that organ. A large drain was passed into 
Douglas’s pouch. Five hundred grammes of serum were administered and 
camphorated oil given every three hours. On the second day there was 
tympanitic distension and an urticarial eruption, and on June 17 the right 
parotid gland inflamed, but both complications passed off within twenty- 
four hours. On the sixth day fluid with a feecal odour came away, and the 
large drain was replaced by a smaller tube. On June 21, the last day 
reported, there was but little staining of the dressings. (For notes on 
foreign bodies left in the peritoneal cavity after operations see Stéckel and 
Neugebauer, JOURNAL, vol. xii, pp. 476, 477.—Rep.). A.D. 


A Case of Locked Twins. 


IAN Macponaip (British Med. Journ., Nov. 2 1912) records this case on 
account of the extreme rarity of the condition. The case occurred in 
Alexandra Country, the patient being a Zulu, who had been in labour for 
three days, and on being examined was found to have tonic contraction 
of the uterus, and two feet of a putrid prolapsed cord presenting at 
the vulva; further examination revealed the above-named condition, the 
after-coming head of the first child locking with the fore-coming head of 
the second. 

An attempt was made to push up the head of the second child, but failed, 
so the breech presenting baby was decapitated. The second child was 
delivered living with forceps. Both placentze were adherent and had to be 
removed manually. Although the surroundings were far from being 
aseptic the mother and baby were both doing well one week later, 


J.M.W. 
Dystocia Caused by an Ovarian Cyst Treated by Vaginal Puncture. 


BENDER (Revue de Gyn., August 1912) reports a case where owing to 
lack of instruments and distance from a suitable operating theatre he was 
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unable to perform laparotomy, and treated the patient by aspirating the 
cyst through the posterior vaginal wall with a Potain’s aspirator. The 
patient was a primipara, and was attended by a midwife, who mistook the 
cyst for the foetal head and only sent for help thirty-six hours after the 
onset of labour when the uterus was in the early stage of tonic contraction 
and the foetal heart was getting slow. After emptying the cyst he delivered 
a living child with forceps. The puerperium was normal. He removed the 
cyst, which was a cysto-adenoma, two months later. C.W. 


Premature Separation of the Normally Inserted Placenta. 

BERGGREN, Lund (Archiv. Mens. d’Obstét. et de Gynéc., Aug. 1912) 
gives details of a personal observation, and reviews the recent literature. 
The patient was a iv-para, and at her last previous confinement had suffered 
from slight but continuous hemorrhage which continued from ten hours _ 
before the onset of labour until delivery. On the present occasion she was 
enfeebled, and twice during pregnancy had hematemesis. Shortly after the 
onset of labour she became aware that there was a continuous flow of blood 
gradually becoming more profuse, up to about 1 litre in all. On admission 
to Hospital her state was evidently precarious, her pulse was about 120 
and her exsanguine condition was far beyond what could be accounted for 
by the visible haemorrhage. The urine was highly albuminous and con- 
tained numerous hyaline tube casts. The uterus was in a state of tonic 
contraction which gave it a wooden hardness. The upper right edge of the 
organ bulged and was also painful and tender. On vaginal examination 
the os was found to admit two fingers, the membranes bulged and 
there was no placenta praevia. As the foetal heart was clearly audible 
Cesarean section was performed. At the operation some blood-stained 
serum was found in the peritoneal cavity; the surface of the uterus, 
especially posteriorly, was stained violet in patches which were subserous 
and seemed due to ecchymoses in the muscular wall. In view of tubercular 
lesions in the lungs the patient was sterilized by ablation of the tubes. 
A portion of one of the violet patches was excised for examination. 

The child was born alive, but died next day from a developmental 
deficiency of the interauricular septum; the patient herself made a good 
recovery. 

The muscular wall of the uterus was found to be torn up by the 
hemorrhage, but did not show any trace of inflammatory or other lesion. 
Some of the blood-clot on the placental surface was old and appeared 
to have compressed the tissue of that organ, which was quite thin in places. 

Berggren, in reviewing the published cases, divides these, according to 
the lesions found, into inflammatory, degenerative and haemorrhagic, and 
most of the cases fall into the last category; many of these were associated 
with albuminuria, and the concomitance of eclampsia is too frequent to be 
fortuitous, though it must be borne in mind that eclampsia is most frequent 
in primiparze and this haemorrhage in multipare. 

As to treatment, each case must be treated on its merits; the tendency 
in severe cases is to have recourse to Czesarean section, going on to ablation 
of the uterus if the hemorrhage continues after the removal of the tcetus. 

E.H.L.O. 
Hypophysis Extract in the Treatment of Placenta Previa. 

Trapt (Monatss. f. Geb. u. Gyn., Bd. 36, Heft 4, Seite 393). The success 
which had already been recorded in the treatment of this condition by 
pituitrin, and the satisfaction the writer had experienced in its use in 
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weak pains whereby the action of the uterus was quickened and strengthened 
without harm to the mother, led him to try the remedy in cases of placenta 
previa. He holds that the best treatment for mother and child is rupture 
of the membranes and turning, after the method of Braxton-Hicks, and then 
to wait till Nature completes the birth. This period may be of considerable 
length, and here it is that pituitrin comes in, for it strengtiens the pains, 
and accelerates the birth, so that many a child is saved which otherwise 
would be lost through delay, and without harm to the maternal parts. His 
experience extends to sixteen cases in the clinic, and only once severe atony 
made a tamponade necessary, while in another case the placenta was so 
adherent that it required manual separation. Beyond these nothing 
abnormal happened. As regards the child—13 were born alive; one of 
these died from debility soon after birth; one lived two days, also a 
weakling ; three were still-born, but of these, two cannot be considered as 
having any bearing on the treatment, for they were dead before pituitrin 
was resorted to; and, with this allowance, we find an infant mortality of 
7 per cent. Omitting from the statistics the two cases where the child was 
already dead, we find 3 cases of marginal placenta, 10 of lateral and one of 
central. The only infantile death in this group of cases occurred four hours 
after the injection, and it is difficult to judge whether the treatment had 
anything to do with the result, especially as in another case the heart 
sounds had been weak and irregular for an hour before turning was done, 
and still an hour after the injection a living child was born. Details are 
given of several of the cases. W.R.P. 


Treatment of Cervical Cancer in Midwifery Practice. 

Levant (Arch. Mens. d’Obst. et de Gynéc., Sept. 1912) writes on the 
modern methods of dealing with cancer of the cervix as it occurs in 
pregnancy, labour or in the puerperium. Operative treatment—at least 
by hysterectomy—is a comparatively recent development. Formerly the 
custom was to allow pregnancy to proceed to term, or at least till the foetus 
was viable; the modern tendency is to sacrifice the foetus in operable cases 
where there is a reasonable hope of saving the mother. 

Levant tries to lay down the indications for operability ; they are much 
as in the non-pregnant state, but it must be kept constantly in mind that 
the softening of the parts modifies the diagnosis in several ways; this 
softening of the tissues round the cancer makes it appear more superficial 
than it really is; it allows the parts to be more movable, so that restriction 
of movement must be considered as equivalent to immobility in the non- 
pregnant state, and it permits of palpation of extensions of the disease 
more clearly. 

The general trend of opinion seems to be in the direction of very early 
operation for several reasons. Presumably the disease is not far advanced 
at the time of conception, or this could not have taken place, and the 
pregnancy causes the disease to advance with alarming rapidity. In the 
first five months of pregnancy accordingly the indication is to operate at 
once, and the prognosis is fairly good, the mortality from operation being 
66 per cent., and nearly 30 per cent. of the cases are reported as being well 
two years and upwards after the operation. 

In the ninth month of pregnancy the indication is still to operate as 
early as possible. Expectant treatment gives deplorable results as regards 
the child. Cresarean section gives the child the best chance and enables 
the operator to estimate the possibilities of a total hysterectomy. 
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In the sixth and seventh months the problem is more complicated, and 
authors are divided in their solution of it. Some wait for the child to be 
viable; Levant concludes for immediate operation where this is reasonably 
hopeful, but waits in the eighth month till the ninth. 

In labour, operation should be performed at once, and it is remarkable 
that even with the foetus dead the authors cited have not performed 
embryotomy, but have performed Cesarean section. 

After labour the immediate mortality seems to run up the longer the 
operation is delayed; thus in 8 cases immediately after delivery the 
mortality was nil; in 11 cases from the 2nd to the 15th day it was 9 per 
cent., and after the 15th day in 17 cases it was 11 per cent. These figures 
of course are small, but the increase in the death-rate is remarkable. 

Levant discusses the various methods, and prefers Wertheim’s operation, 
which is easier than in the normal condition on account of the laxity of . 
the parts and the consequent facility of separating the layers of the broad 
ligament to expose the ureters. At the present time the operation is less 
extensive than it was at first. Since 1907 vaginal hysterectomy of the 
gravid uterus has fallen into abeyance. 

The author gives a considerable number of statistics of the results of 
various operations by different methods. E.H.L.0. 


Experiments on the Induction of Labour by the Injection of 
Pituitary Extract. 


PouLiot and VAyssIERES (Bulletin de la Soc. d’Obst. et de Gynéc. de 
Paris, etc., No. 6, June 1912) record the result of seven observations that 
they have made in Boissard’s clinic at the Maternité Lariboisiére upon the 
experimental induction of labour by injections of pituitary extract. The 
preparation employed was Parkes-Davis and Co.’s “ pituitrine ” obtained 
from the posterior lobe of the pituitary gland. One cc. of this extract 
corresponds to ‘2 centigrammes of the fresh tissue of the gland. The initial 
dose employed as a rule was 1 cc. and repeated if required. The adminis- 
tration was always by the subcutaneous route. 

The indications for the induction of labour in the cases employed were as 
follows :—Two cases of premature rupture of the membranes, one case of 
maternal syphilis with retention of a dead and macerated foetus, three cases 
of slight pelvic contraction, and one case of repeated haemorrhage in the 
course of the 5th month of pregnancy. The results obtained varied some- 
what. In the cases of pelvic contraction one negative and two positive 
results were noted. The positive results show that it is possible to provoke 
labour by subcutaneous injections of pituitary extract without having 
recourse to any other ecbolic method. This conclusion is at variance with 
the opinions expressed by Spire, Parisot, Hamm, Hirsch and others. On 
the other hand, several observers have noted that labour may be started by 
this means. In -the two cases of premature rupture of the membranes, 
labour pains were excited and the foetus was expelled, in one case six hours 
after the injection. It may, however, be argued that in these examples the 
pituitary extract did not induce labour but merely augmented the uterine 
contractions which would inevitably appear. In the case of the retention of 
a syphilitic and macerated infant, the method failed and labour had to be 
induced by the introduction of a Boissard ‘ ballon.’’ 

The authors suggest that possibly the early period of pregnancy, viz., 
64 months, may have been the cause of failure in this instance. In the 


‘ 
x 
oh, . 
a 


Extraperitoneal Cesarean Section 298 


seventh case recorded, pituitary extract was used to induce labour on 
account of the failure of a ‘‘ bag ”’ to evacuate the uterus where heemorrhage 
was severe at the 5th month. Five and a half hours after the injection 
natural and normal delivery occurred. 

Pouliot and Vayssiéres note that although all labours induced by this 
means had terminated favourably and they had no cause to regret their 
action, the rapidity with which the uterus emptied itself was in certain 
cases extreme. The intensity and frequency of the uterine contraction was 
much increased, but the normal rhythm was maintained and there was no 
suggestion of tetanus as produced by ergot. The severe contractions 
increase the physical discomfort of the patients, and some German authors 
recommend the employment of ‘‘ pantopon ” (‘ omnopon ’’) or scopolamine- 
morphine with the preparation of pituitary gland. None of the patients had 
shown excessive vascular tension, and there was no evidence in the authors’ 
opinion that any harm resulted to the foetus. They therefore feel justified 
in expressing the opinion that pituitary extract may safely be used to 
induce labour without any intrauterine manipulation or to accelerate uterine 
contractions in those cases where labour has been mechanically induced. 


H.B.W. 


Extraperitoneal Czsarean Section. 

Kustner (Miinch. med. Wochensch., No. 43, Oct. 1912) has favoured the 
extra-peritoneal operation since the first publications of Frank and Sellheim 
on the subject. He points out the importance of distinguishing between 
the extra-peritoneal and the deep cervical trans-peritoneal section. In the 
latter, where the peritoneum may be intentionally or accidentally injured, 
the entrance of germs is not prevented with certainty. Kiistner reports 
72 extra-peritoneal Czesarean sections. His method is as follows :—He 
distends the bladder, makes a vertical incision a few c.cm. from the middle 
line, and by blunt dissection of the muscle and peritoneum covering the 
bladder the cervix is exposed. Vertical incision in the cervix is followed 
by the application of his straight Caesarean forceps. Pituitrin is adminis- 
tered and the placenta allowed to separate spontaneously or by Credé’s 
method. The uterine wound is sutured and a gauze drain put in the lower 
angle of the abdominal wound. The gauze drain is gradually removed. 
Contracted pelvis is the most frequent indication, but Kiistner also performs 
it in certain cases of malpresentation, associated with undue stretching of 
the lower uterine segment, contraindicating version. In many cases the 
membranes had been ruptured for some time, the fcetal heart sounds weak 
and meconium discharged. In only four cases was the child dead. The 
mother’s interest was in no case affected, even although the liquor amnii 
was often foetid and the patient fevered, cases where the classical or trans- 
peritoneal operation could not be thought of. Further, hebosteotomy was 
excluded on account of suspected infection, and the patient’s being primi- 
parous. Since Kiistner has adopted the extraperitoneal operation a living 
child has never been perforated. No degree of infection had contra- 
indicated the operation. Injury to the bladder occurred in six of the cases, 
but it was cured by immediate suture. Intestinal paresis was never 
observed. One objection raised against the operation is that the connective- 
tissue wound is more liable to become infected than the peritoneum. That 
is not Kiistner’s experience. He had no evidence of infection following any 
of the operations. He holds that the extraperitoneal operation will, in 
future, be the method of treatment in contracted pelvis. J.A.C.K. 
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Potassium Iodide as an Antigalactogogue. 

C. F. HopGKInson (Australasian Med. Gaz., vol. xxxii, Nol 11. p. 274) 
records his experience of the action of potassium iodide in preventing the 
secretion of milk. In a large majority of over three hundred cases one 
dose has been sufficient to inhibit the secretion, and in only one instance 
have three doses been required. It is advisable to administer 30 to 40 grs. 
in 2 0z. of water, preferably with the addition of antipyrin, as soon as the 
breasts show any signs of becoming swollen and painful. The author has 
noticed that a strong plethoric patient requires a larger dose of the drug 
than one who is weak and emaciated. J.A.W. 


Theses reviewed in “ La Gynécologie,” August, 1912. 

Montpellier. Fifty-three uterine fibroids. Debar, 1912. Of these 18 
nulliparee ; frequent at ages of 35—50, especially 4o—q4. : 

Paris. Subperitoneal lipomyxomata of the pelvis. Matignon, 1912, No. 
339. Histology described, inflammatory rather than neoplastic; diagnosis 
difficult; slow growth to large size—over 60lb., and fatal issue if left 
unoperated. 

Paris. Pluriglandular syndromes. Sourdel, 1912. Vigot. This term 
too vague clinically, adapts itself in its lack of precision to the histological 
findings. These are difficult to classify, but in their complexity justify the 
name. Clinically, these are not cases of deficiency of single sets of glands 
as in myxoedema, Addison’s disease or acromegaly. Sourdel makes a 
classification—cases characterized firstly by premature old age (loss of hair, 
genital power, presence of wrinkles, etc.) ; secondly, by cutaneous lesions, 
especially pigmentation, without loss of genital power; thirdly, a form 
somewhat resembling myxcedema but benign; fourthly, cases like acro- 
megaly ; fifthly, a class whose chief lesion is pituitary but implicating the 
other glands, characterized by obesity and genital troubles. 

Algiers. Importance of intrauterine exploration. Maury, 1911. Digital 
exploration, after dilatation assisted by incision of cervix if necessary. 

Toulouse. Ratio of foetal and placentar weight. Amigue, 1912. Five 
or eight to one, commonly six. Higher in multiparze progressively ; 
increases from } to the normal 6 during the course of pregnancy. 

E.H.L.O. 
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REPORTS OF SOCIETIES. 


Vita INTERNATIONAL CONGRESS OF OBSTETRICS AND 
GYNACOLOGY. 


By Joun A. C. Kynocu, M.B., F.R.C.S., 
Professor of Obstetrics, University of St. Andrews. 


Tus Congress was held in Berlin from September oth to 13th, under the 
patronage of the German Empress. The meetings were held in the 
principal hall of the House of Parliament, which, on account of the perfect 
acoustics, was admirably adapted for the Congress. Here were given the 
addresses from the representatives of the Government, public authorities 
and the delegates from the different countries. Sir Alexander Simpson 
represented Great Britain, and it must have gratified visitors from this 
country to see the cordial reception he received. Professor Bumm, the 
President, welcomed the guests to the Congress, and in his opening address 
emphasized the advantages of an International Congress where the work 
and experience of individual scientific men can be discussed and criticised. 
A stimulus and incentive to new and better work resulted from such a 
Conference, but perhaps the greatest gain was the meeting of old friends 
and the making of new ones. On the evening of the 9th a reception was 
given in the Herrenhaus (House of Lords) by the German Obstetrical 
Society. Other evening entertainments included a banquet by the City 
of Berlin in the Town Hall, a reception by the President, and a splendid 
performance at the Royal Opera House of Beethoven’s opera ‘‘ Fidelio.” 

The daily programme began at 7 a.m. with operations in the various 
Kliniks, and ended at hours which justified Professor Bumm’s remark, 
““Wir gehen in Berlin spat zu Bett, und stehen friih auf.’”? The Congress 
was a most brilliant success. The organisation was perfect, and this was 
largely due to the efforts of Dr. Martin, the General Secretary. 

Among the operations demonstrated at the Kliniks the abdominal 
radical operation for carcinoma of the cervix was performed nine times. 
As was to be expected, Professors Bumm and Franz attracted the greatest 
number of visitors, and consequently the opportunities for following their 
technique was not so satisfactory as that of other operators in the smaller 
Kliniks. In one of the Kliniks cervical Cesarean section for contracted 
pelvis was undertaken. A case of vaginal section for eclampsia showed 
that very serious difficulty may be encountered in delivering the child, 
which in this case was unusually large. In the Klinik of Strassmann his 
preference for the vaginal route was shown by most of his operations being 
performed in this way. Visitors to the Congress, especially from this 
country, were impressed by the large number of operations for retroflexion 
of the uterus. Was operative treatment always necessary in those cases? 
The advantage of the abdominal over the vaginal route was demonstrated 
by a vaginal radical operation for diseased appendages where the vermiform 
appendix was found so firmly adherent as to necessitate the operation 
being completed by the abdominal route. 
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Two subjects were selected for discussion. The first was ‘ The 
treatment of Peritoneal Wounds,”’ which included the methods of Caesarean 
section and the extended operation for cancer of the uterus. 

Brouha (Ljittich) recommended that the peritoneum should be “ dry 
cleaned,” and not washed out with physiological salt solution, which he 
considers more dangerous than useful. The injection of various products 
(camphor oil or nucleinate of soda) had not been sufficiently tested by 
Belgian operators, but he warmly advocated the oxygen process of Thirair 
of Brussels. The peritoneal serosa must be left entire and dry after the 
operation. For this purpose—(1) the field of operation is to be carefully 
isolated by means of compresses; (2) the stump of the surfaces uncovered 
by serosa is to be peritonized with the greatest care; (3) haemostasis is to 
be fully secured. 

Meyer (Copenhagen) also spoke in favour of dry cleaning. He recom- 
mends the washing out of the peritoneal cavity only in cases of 
coarser foreign bodies (e.g., pieces of food, faeces, etc.). To drain the 
peritoneal cavity, unless the process is limited and shut off by adhesions, 
is not only useless but harmful. 

Franz (Berlin) pointed out that every peritoneal wound must be con- 
sidered bacteriologically as infected. In order that the germs may enter the 
abdominal cavity only in small numbers and be non-virulent, the strictest 
asepsis is necessary, and rubber gloves must be used. The principal 
danger to the peritoneal wound is threatened by germs situated in the 
body of the patient herself, ‘‘ eigen Keimen,” e.g., germs in twisted 
necrotic ovarian tumours, in necrosed myomata, in the intestines or 
bladder. The virulence of the germs can be reduced by using 70 per cent. 
alcohol or iodine tincture. In treating the peritoneal wound he advocates : 

(1) Use of absorptive material for ligatures. 

(2) Small transverse abdominal incisions. 

(3) Good narcosis to protect the intestines. 

(4) Covering upper abdomen with dry cloths. 

(5) Avoidance of all disinfectants into the abdomen. 

(6) Blood, cystic fluid, amniotic fluid and pus to be kept away from 

the abdominal cavity. 

(7) Drainage of peritoneal wound to be carried out as seldom as possible. 

The drainage should be made through the abdominal wound only if it 
is not possible to drain through the vagina. In this case Mikulicz’s bag 
is recommended. Gauze drainage is far superior to rubber or glass. 

Macnaughton-Jones (London) read a paper based on the views of 67 
leading gynecologists in the United Kingdom. He thinks that mechanical 
irritation (manual or instrumental) under strict aseptic methods, leads to 
no inflammatory or exudative processes, unless unduly prolonged or 
roughly carried out. The introduction of bactericides or any irritative 
chemical into the peritoneal cavity should always be avoided. Sterilized 
physiological saline solution is the best medium for cleansing the 
peritoneum. Most surgeons advocate dry treatment of the peritoneum. 
This does not exclude mopping and wiping dry with dabs wrung out of 
warm saline solution. Lavage, tamponade, and drainage are at best 
necessary evils, always to be avoided if possible. Catgut of various 
strength for ligatures and sutures is generally advocated, although some 
surgeons prefer linen thread for ligatures of the vessels. One surgeon 
noted the danger of tetanus arising from the use of catgtit. Pus, blood or 
cyst contents, if allowed to remain in the peritoneal cavity, are sources of 
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irritation and peritonitis. Asepsis can never be secured without complete 
heemostasis and exact peritonization of all exposed surfaces. Disinfection 
of the bowels after operation by Cyllin is useful. No British surgeon 
appears to have had any experience of camphor oil in treating peritonitis. 


Lecéne (Paris) considers that the great improvement, within the last ten 
years in the treatment of peritoneal wounds, is due to (1) a better choice 
of the moment for operating; (2) the use of sterilized rubber gloves; 
(3) strict asepsis and limiting the field of operation; (4) more exact 
peritonisation of the exposed surfaces; (5) more judicious indications and 
better methods of drainage when required. 


Resinelli (Florence) pointed out that the peritoneum was very sensitive 
te cold, the influence of a chill being felt specially on the heart. This 
can be prevented by the Trendelenburg position, by protecting the intestines 
with compresses, by Pfannenstiel’s transverse incision, and by limiting the 
longitudinal incision. He prefers silk ligatures to absorbable ones. To 
lessen the risk of infection he advocates (1) rapidity in operating, (2) using 
Pfannenstiel’s incision. In cases of abdominal hysterectomy for cancer 
he recommends hypodermoclysis with nucleinate of soda as the most 
effectual means for increasing the resisting power of the peritoneum against 
organismal infection. 


Kouwer (Utrecht) pointed out that in clean cases of abdominal section 
the results depended equally on technique and asepsis. It is of great 
importance to avoid mechanical injury to the abdominal wound. 

Lovrich (Buda-Pest) recorded the methods used in the Buda-Pest Frauen- 
Klinik. Before the operation the patient’s blood is examined. 
This is of great importance in myoma cases, or in suppurating 
appendages. Myomatous cases are never operated on if the amount of 
haemoglobin is below 40. Weaker patients are given digitalin a few days 
before operation and veronal the night before. On the morning of the 
operation the patient gets veronal. The bladder is washed out and the 
vagina disinfected immediately before operation. Soap, warm water, 
acetone-alcohol, 5 per cent. tincture of iodine are used to prepare the field 
of operation. High pelvic position, according to Trendelenburg, is never 
made. All arteries are ligatured singly, and the wounds in the abdomen 
covered by peritoneum. Great stress is laid on setting up peristaltic action 
of the bowels within the first 24 hours. Peristaltic Hormon is an excellent 
remedy, but wine glycerine enemata have given the best results. From 
1903—1912, 960 cceliotomies were performed at the Buda-Pest Klinik : 
1o1 vaginal, with a mortality of 59 per cent., and 859 abdominal, with a 
mortality of 86 per cent. Patients are allowed to move in bed immediately 
after the operation. Foot and arm movements and lung gymnastics are 
employed during convalescence. Oxygen and digitalin are given. 


Mars (Lenberg) said that the cause of death was rarely general septic 
infection. It was almost always peritonitis. An improvement in the 
results would be gained by raising the resisting power of the peritoneum 
and by lessening its sensitiveness to infection. The methods of procuring 
asepsis should be simplified. 

Wertheim (Vienna) emphasised the importance of avoiding mechanical, 
chemical or thermic injury to the peritoneum. He advocates working in 
the cleanest and driest method; removing all necrosed tissue; covering 
all injured parts with peritoneum; careful treatment of subperitoneal 
spaces ; avoiding any retention by keeping them open (if possible through 


298 Journal of Obstetrics and Gynecology 


the vagina). Where parts could not be covered with peritoneum they 
should be shut off by means of gauze. 

Grusdew (Kasan) said that if pus enters the abdominal cavity it is 
necessary to determine its character at once by microscopic examination, 
and the operator has to act according to the results of the examination. 
For cleansing the abdominal cavity it is best to use warm (378 per cent.) 
sterilized liquor Locke. 

Beuttner (Geneva) summarised the experience of 80 Swiss gynzecolo- 
gists. The results were the same whether dry or damp asepsis was 
employed, and no fundamental difference can be recognized between the 
two methods. All operators emphasise the necessity of an exact peritoni- 
sation of the pelvic cavity. Thirty operators always use gloves, twenty 
use them only occasionally. For closing peritoneal wounds and in cases 
that are not clean, iodine catgut is preferred. For septic conditions and 
for the intestinal sutures the finest (sublimate) silk is used. Thirty 
operators gave the following indications for vaginal drainage : suspicious 
pus in the abdomen, appendicitis, Wertheim’s carcinoma operation, septic 
peritonitis, intestinal complication, persistent bleeding, suspicious ovarian 
tumours and vaginal total extirpation of the uterus. In the Geneva Klinik 
an aspiration water-pump has been employed with success for drying the 
pelvic cavity. 

Recasens (Madrid) considers the essential elements in keeping the 
peritoneum aseptic are—(1) gentleness of manipulation ; (2) complete heemo- 
stasis; (3) shortness of the operation; (4) entire restoration by the most 
careful suturing of all bleeding surfaces which have been produced on 
the peritoneum. 

Boldt (New York) advocates that the patient should get up soon after 
the operation excepting in cases where there is a quick pulse or rise of 
temperature. 

Hoéhne (Kiel) holds that an effective defence against the invasion of 
bacteria into the abdominal cavity can be obtained by the injection of 
camphor oil or some other irritative substance into the cavity before 
operation. He reports good results from the use of oil in 250 cases. 

Klotz (Tiibingen) reported the results of his experiments with pituitrin 
extract, showing its action (1) in raising the blood pressure, (2) increasing 
intestinal peristalsis, (3) increasing diuresis. For these reasons he 
employed it in two cases of peritonitis with success. 

Heimann (Breslau) gave the results of his experiments on white mice, 
and found that the results from prophylactic treatment by means of oil 
for preventing general infection, were negative. 

Kroemer (Greifswald) also spoke against the use of oil, as he had had 
one case of intoxication with mental symptoms after employing it. 


Cesarean Section. 

Kiistner (Breslau) is a strong advocate of the extra-peritoneal Caesarean 
section, on the ground that it can be more universally employed than the 
trans-peritoneal cervical or classical operation, and it may be used for 
clean, suspicious or infected cases. He quotes 72 successful cases, half of 
which were infected. Baumm (Breslau) gave the maternal mortality 
following extra-peritoneal or trans-peritoneal as 2 per cent. He considers 
the extra-peritoneal suprapubic section three times as Safe as the trans- 
peritoneal. Bondy (Breslau) quoted the bacteriological findings in 25 of 
Kiistner’s cases. In 18 he found germs in the vaginal secretion, 7 times in 
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the liquor amnii. Henkel (Jena), from an experience of 33 cases, prefers 
the transverse-peritoneal section. Schauta (Vienna) is an out-and-out 
supporter of the classical Caesarean section, as he considers the infection of 
the peritoneum much less dangerous than that of the connective-tissue. 
He has had 200 successful classical Caesarean sections. Veit (Halle) looks 
upon the classical and cervical operation as of equal value. Opitz (Giessen) 
quoted 36 successful cases of the trans-peritoneal cervical operation. 
Sellheil (Tiibingen) recommends, in infected cases, delivery by uterine 
abdominal fistula. Frank (Cologne) and Diihrssen (Berlin) favour the 
extra-peritoneal operation. 


Carcinoma of the Uterus. 

Hannes (Breslau) had go cases of the radical operation, with a mortality 
of 7'5 per cent. In order to protect the peritoneal cavity against infection 
he employs ‘‘ double drainage”’ by gauze through the vagina for the 
parametrium and a Mikulicz bag introduced into the lower angle of the 
abdominal wound to drain off the peritoneal cavity. 

Wertheim (Vienna) reported on his last 180 cases, with a mortality of 
9g per cent. Both he and Amann (Munich) emphasised the importance of 
opening the vagina at as late a stage of the operation as possible. 
Theilhaber (Munich), in order to lessen the risk of recurrence, advocates as 
after treatment, improvement in the circulation of the cicatrix in the third 
month after operation (when the cicatrix begins to shrink). This he does 
by high frequency currents, massage, sun baths, hot baths, injection of 
fibrolysin and a vegetarian diet. 


General Conclusions. 

There was universal agreement on the necessity of avoiding mechanical 
irritation of the peritoneum and on complete asepsis in the technique. 
The question of air infection gave rise to diversity of opinion. Tauffer 
(Buda-Pest) thinks this of such vital importance that in the Buda-Pest 
Klinik during every operation a spray is used and the floor constantly 
kept wet; whereas others, e.g., Kower and Veit, regard air infection as of 
no consequence. Some authorities (Wertheim, Macnaughton-Jones, 
Resinelli) lay great stress on clearing the abdomen of all blood and cystic 
fluid. Mars (Lenberg) and Meyer (Copenhagen), on the other hand, hold 
that retained blood in the cavity could not be a starting point of infection. 
All agreed on the necessity for complete haemostasis, and that drainage 
should be resorted to as seldom as possible. 

The prophylactic use of solution of oil was on the whole not favourably 
accepted, as some untoward effects were reported. Héhne (Kiel) and 
Buchard (Basle), however, report good results. A majority maintained 
that washing out the peritoneal cavity with physiological salt solution was 
not to be recommended. Systematic bacteriological control during operation 
was advocated by many speakers. Sellheim, Opitz and Klotz rtanad 
favourably of pituitrin for treatment after operation. 

Koblanck (Berlin) read a paper on ‘‘ The Indication and Choice of 
Operation for Puerperal Sepsis.’”?’ He gave a summary of 164 cases. His 
conclusions were :— 

(1) Surgical treatment is indicated in all forms of puerperal sepsis in 
which the infection is spreading from a localized focus of disease. 

(2) Every case of septic peritonitis should be operated upon as early as 
possible. 
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(3) Metastatic affections of pleura, joints, muscles or skin form no 
contra-indication against radical surgical measures about the genital 
organs. 

(4) The extirpation of the septic uterus should be performed by 
coeliotomy. 

The second subject for discussion was the ‘‘ Surgical treatment of uterine 
hemorrhage during pregnancy, labour and the puerperium.” 

Couvelaire (Paris), in introducing the subject, summarized the methods 
of French obstetricians : (I) In hemorrhage arising from detachment of the 
placenta inserted on the lower uterine segment French authorities remain 
faithful to the purely obstetric methods—(1) wide rupture of the mem- 
branes ; (2) introduction of Champetier de Ribes’ bag or version without 
immediate extraction (Braxton Hicks). In 534 collected cases there was a 
maternal mortality of 82 per cent., but deducting the patients already _ 
moribund when they came under treatment, the number falls to 4 per cent. 
A 12 per cent. risk of death from heemorrhage does not justify delivery 
either by abdominal or vaginal Czesarean section. Infection and violence 
during the emptying of the uterus are responsible for three-fifths of deaths 
from placenta previa. The foetal mortality resulting from obstetric 
methods varies from 44—60 per cent., but the deaths are due in great 
measure to prematurity. French obstetricians employ surgical treatment 
only for cases of placenta praevia complicated with cervical myoma, cica- 
trices and contracted pelvis. For manifestly infected cases Porro’s operation 
is recommended. (II) In accidental haemorrhage a mortality of 40 per cent. 
is to be counted on. The choice of treatment depends greatly on the 
condition of the cervix. If it is not dilatable ‘the obstetric dilatation must 
be given up and the uterus evacuated either by vaginal or abdominal 
Ceesarean section, the latter being preferable. Heemorrhage continuing 
after the emptying of the uterus must be treated by vaginal hysterectomy. 

Jung (G6ttingen) laid down the rules for treatment as follows :— 

1. Pregnancy. In cases of abortion he recommends dilating the cervix 
and emptying the uterus by finger, but in some cases anterior hysterotomy 
is indicated. Perforating lesions of the uterine wall must be treated by 
ceeliotomy, the uterus being either extirpated or the wound sutured. 

2. Labour. In accidental hemorrhage, if the cervix is not dilatable, he 
recommends vaginal Cesarean section. For partial placenta praevia he 
prefers metreurysis to version, whereas in total placenta praevia he recom- 
mends colpohysterotomy. 

3. Puerperium. For hemorrhage during the puerperium caused by 
retained membranes, ergot is administered, and if this fails digital removal 
is necessary. Bleeding fibroids must be removed either by abdominal or 
vaginal hysterectomy. In cases of haemorrhage due to laceration of the 
cervix, placenta preevia or uterine inertia when the usual methods fail, 
compression of the aorta may save some lives, and for this purpose 
Momburg’s constriction is far superior to any more complicated apparatus. 

In the discussion that followed Davis (Philadelphia) recommended 
Cesarean section for complete placenta praevia, and reported successful 
cases; and in this he was supported by Dithrrsen (Berlin). Abdominal 
Ceesarean section found advocates in Kroenig (Freiburg) and Stellheim 
(Tiibingen), the latter preferring the cervical extra-peritoneal method. 
Pankow (Diisseldorf) quoted the Freiburg results. In 39 cases of Caesarean 
section the mortality was 2'5 per cent., and of the mature*children only 
one died. Zweifel (Leipzig) and Fehling (Strassburg) resort to Caesarean 
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section only in rare cases, e.g., total placenta preevia, mature living child 
and aseptic mother. Occasionally total extirpation must be performed. 
Kistner (Breslau) believes that De Ribes’ bag is the best treatment for 
placenta previa; whereas Fehling still recommends version (Braxton Hicks) 
without extraction, although he would perform Czesarean section in a case 
of complete placenta praevia in a primiparous patient if the cervix was 
undilated. Regarding atony of the uterus, Momburg’s constriction of the 
aorta was generally recommended, although Davies noted that it caused 
great pain, and Mayer (Tiibingen) had seen injuries to the kidney following 
its use. He thinks it often causes a strain on the heart and vascular 
system. Compression of the aorta was recommended by Kroenig 
(Freiburg), whereas Zweifel plugs the uterus with gauze soaked in non-acid 
liquorferri, and Hirsch (Berlin) advocated injecting ergot into the cervix. 
Rubsamen (Dresden) spoke favourably of pituitrin and demonstrated its 
action on the blood pressure. 

The subject of ‘‘ Prolapse of the uterus ’’ was dealt with by Goffe (New 
York) and Lopez (Valencia). Goffe pointed out that the chief factor to be 
reckoned with is intra-abdominal pressure, and he bases the operation he 
suggests on the principle that to secure permanent results the muscular 
and ligamentous supports must be anatomically and functionally restored. 
During the steps of the operation the fascia and pelvic connective-tissue 
are to be carefully stitched, in order to increase the pelvic support. The 
operation restores the position and fixation of the trigonum by spreading 
out the base of the bladder upon the uterus or broad ligaments, and by 
stitching the bladder at as high a level as may be indicated in each 
individual case. The cases are divided into two classes—(1) patients of 
child-bearing period ; (2) patients at or beyond the menopause. In the first 
the uterus is retained and its position restored by shortening the ligament. 
in the second class, the uterus is removed and the stumps of the broad 
ligament are stitched across the pelvis. The operation is done entirely 
through the vagina. He reported 91 cases without a death. 

Lopez (Valentia) contended that a fixation operation was not capable of 
supporting the weight of the pelvic organs and of resisting intra-abdominal 
pressure. Hysterectomy he regards as useless. He prefers the operation 
of Landau, which resembles that of Schauta and Wertheim, excepting that 
the uterus is partially extirpated. He had 68 cases, with only one death, 
due to heart failure. There was recurrence in two cases. 

An interesting discussion arose on the diagnostic and therapeutic action 
of the Réntgen rays in obstetrics and gynecology. Kroenig (Freiburg) 
reported 205 cases of myomata with good results, and does not regard 
sarcomatous degeneration as a contra-indication for the treatment which 
he considers beneficial. Immelmann (Berlin) works according to 
the Freiburg method with filtered hard rays used through the 
protection of an aluminium filter. Heynemann (Halle) warned against too 
strong an application of Réntgen rays because of the uncertainty of the 
results. In this opinion he is supported by the work in Schauta’s Klinik. 
Intra-menstrual bleeding and menorrhagia are favourably influenced by the 
treatment. Its action corresponds to that produced by castration. Some of 
the speakers had used it for cancer of the cervix, with the result that 
pain was relieved, but there was no diminution in the growth of the 
tumour. Immelmann spoke of its value in ascertaining the form of the 
pelvis in non-pregnant cases. Falk reported favourable results in cases of 
tubercular peritonitis. 
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Eclampsia. 

The treatment of eclampsia formed another subject of discussion. 
Stroganoff (St. Petersburg) strongly urged his well-known prophylactic 
method of treatment, holding that it had so far given the best results for 
mother and child. He considers the action of chloral hydrate resembles 
the action of a physiological antidote to a poison. The combination of 
different narcotics increases the effect, so that small doses may be given 
and thereby the poisonous effect lessened. Zweifel (Leipzig) supports 
Stroganoff in so far that he gives small doses of narcotics. He found the 
specific gravity of the blood of eclamptic patients was 1055,2 as compared 
with 1051,3 in normal pregnancy. Therefore any treatment producing 
diaphoresis is contra-indicated. But he strongly recommends phlebotomy 
with intravenous infusions. He had 70 cases, with a mortality of 68 per 
cent., whilst formerly, by a purely expectant treatment, the mortality 
reached 32 per cent. In cases treated by rapid delivery the mortality is 
from 15—18 per cent. The supposed good results following rapid delivery 
are due, he thinks, to the loss of blood produced thereby. Lichtenstein 
spoke on the expectant treatment of eclampsia, quoting 73 cases, with a 
mortality of 68 per cent. The infantile mortality was 22 per cent., as 
compared with 36 per cent. with more active treatment. Voigt reported 
the results obtained in the Berlin Frauen Klinik from Stroganoff’s method 
of treatment. Of 16 cases so treated 7 died; that is a mortality of 43'7 per 
cent., excluding two fatal cases from sepsis. The maternal mortality is 
still as high as 31'2 per cent. The infantile mortality was 376 per cent. 
Of the nine that recovered only three could: be considered very bad cases, 
and in two of them fits only ceased after delivery. In comparison with 
those figures he gives the results obtained in Bumm’s Klinik from treat- 
ment by rapid delivery. Thirty-nine were so treated; of those, six died 
(a mortality of 15°4 per cent.), and the infantile mortality was 30 per cent. 
In the latest cases they have employed phlebotomy together with rapid 
delivery, with good results. He concludes that in very severe cases any 
treatment is useless. But in the majority of cases he thinks that rapid 
delivery together with phlebotomy gives much better results than the 
prophylactic treatment of Stroganoff. Mayer (Tiibingen) recommends the 
intravenous injection of normal pregnancy serum which has been found of 
so much advantage in other intoxications of pregnancy. Liepmann (Berlin), 
accepting the placenta as the source of poison in eclampsia, recommends its 
removal as rapidly as possible. Schickele (Strassburg) does not believe 
that there is any impaired function of the liver either in normal pregnancy 
or in eclampsia, and he comes to this conclusion from the chemical 
examination of the fat contents of the liver. Gottschalk (Berlin) described 
an interesting case of eclampsia without fits, this being the 27th case 
reported. He found well-marked necrotic changes in the placenta. 
Lepage (Paris) spoke on the future prognosis of albuminuria during 
pregnancy. He: holds that by having pregnant women under constant 
observation and treatment eclampsia may be prevented. In the majority 
of cases albuminuria does not recur in subsequent pregnancies if the 
patients are under treatment. The chief points to be attended to are milk 
diet, large draughts of water, and in mild cases a vegetarian diet. Exposure 
to cold and over-exertion are to be avoided. Any increase in the blood 
pressure is to be met by phlebotomy. He recommends a weekly examina- 
tion of the urine. 

Of new operations which were described one might mention Blumberg’s 
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operation for temporary sterilization. The ovaries are fixed on the posterior 
wall of the uterus and covered in by the mesosalpinx, so that the ovaries 
lie in an enclosed pouch of peritoneum from which they may be at a later 
period liberated. Schubert showed two patients where he had formed a 
vagina out of the rectum. Asch (Breslau) strongly recommends the use of 
thermocautery in cceliotomy. 

Dr. A. W. Russell (Glasgow) read a paper ‘“‘ On the Observation of the 
Morbidity of Childbed: A Plea for a Universal Standard.’’ He suggested 
that a uniform standard of morbidity should be approved by the Inter- 
national Obstetrical and Gynecological Congress. He pointed out that the 
closer and more general attention to this question of morbidity had led to 
an earlier recognition and more efficient treatment of septic puerperal 
conditions. The question had therefore an educational as well as thera- 
peutic value. He showed, however, that the methods of observation of 
puerperal morbidity still varied so much, both in individual work and in 
hospital reports, that much of the value of the observations was lost. The 
temperature was taken in different parts and at different hours; the first 
day was included by some, excluded by others; some were influenced by 
pulse-rate and noted it, others neglected it; abortions also and deaths were 
treated differently by different observers. He illustrated this by comparing 
the results of the application of four different well-known standards to the 
same series of cases. By the standard of Queen Charlotte’s Hospital, 
London, every temperature above 100°F. (37°8°C.) is morbid, and there were 
44 cases; while the usual Continental standard of 100°4°F. (or 38°C.) 
gave 32; the Rotunda Hospital, Dublin, which fixes its morbidity at a 
temperature over 99°F. (0r37'2°C.) on three consecutive observations after 
the first day, with a pulse exceeding 90, and including abortions but not 
deaths without fever, gave 16; and the British Medical Association, adopting 
as its standard 100°F. (or 37°8°C.), reached twice between the 2nd and 
8th day and excluding abortions but including all deaths, gave only twelve 
cases, or little more than a quarter of the Queen Charlotte’s Hospital case. 
With such a disparity in these four standards it was surely time for some 
such body as the International Congress or its Committee to fix a clear 
uniform standard for the observation of puerperal morbidity, and especially 
for recording it in scientific communications. 


Demonstrations. 

Of the demonstrations given in the Charité Hospital the most outstand- 
ing were: Fromm, 5 cases where injections of pituglandin had been 
successfully given in amenorrhcea. Koblanck, the genital organs of rabbits 
in an infantile condition as the result of the removal of the nasal mucous 
membrane. Gottschalk, a case where necrobiosis of the membranes had 
cccurred soon after their rupture during pregrancy. Traugott gave a 
kinematograph demonstration of two cases of vaginismus showing how 
muscular spasms could be produced and relaxed. Stellheim showed a 


phantom made of expanding steel rings to demonstrate the action of the 


uterus during labour. Kiistner showed cases of external female herma- 
phrodites. Blumreich exhibited a phantom with natural pelvic organs and 
peritoneum for practising gynecological operations. Nagel, a case of 
chorion-epithelioma following hydatidiform mole. Senge, secondary 
carcinoma of the placenta. 

The splendid exhibition of anatomical preparations, models, specimens 
and instruments was an outstanding feature of the Congress. A wonderful 
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series of 25 specimens prepared by Meyer (Berlin) after the method of 
Spalthotz, was universally admired. In this method the arteries are 
injected with red sulphuret of mercury in gelatine. 

From Landau’s Klinik there was shown a collection of fibroids compli- 
cating pregnancy and removed by operation. Strassmann showed some 
enormous tumours removed by the vaginal route. Falk exhibited a series 
of preparations showing the development of the pelvis. 


ROYAL SOCIETY OF MEDICINE. 
OBSTETRICAL AND GYNASCOLOGICAL SECTION 


Meeting held October to 1912. 


¢ The President (Dr. AMAND RoutH) in the Chair. 


Dr. DRUMMOND MAXWELL read a paper on 


A Case OF HasMATOCOLPOS, WITH REMARKS ON THE STRUCTURE OF THE 
VAGINAL WALL. 


The patient, cet. 19, had been married a few months, and came to the 
hospital complaining of dyspareunia. There was no abdominal swelling, 
and the external genitalia were normal; the introitus vaginee was closed by 
a thick, fleshy septum, and when pressure was applied to the hypogastrium 
this septum did not bulge at all. Rectal examination showed the presence 
of a large, tense, cystic, intra-pelvic swelling, whose lower pole appeared 
to be about 14 inch above the septum ; it was about the size of the uterus at 
the twelfth week of gestation. 

The physical signs suggested a hzematometra, rather than a haemato- 
colpos, and it was in consequence expected that some disorganization of the 
tubes would have occurred. Laparotomy was, therefore, performed, but the 
uterus and appendages were found to be perfectly normal. The supra- 
vaginal cervix was slightly dilated, and disappeared into the tense, cystic 
mass. The abdomen was at once closed, as it was recognized that the 
condition was retention in the upper two-thirds of the vagina, the lower 
third not being canalized. Guided by two fingers in the rectum, an 
incision was made with scissors closely following the floor of the urethra, 
into which a sound was inserted. After blunt dissection upwards for about 
1} inch, the lower pole of the swelling was reached. Before opening this it 
was freed from the para-vaginal cellular tissue, to enable a tube of it to 
be drawn down and stitched to the introitus. A little more than a pint 
of unusually thick tarry fluid was evacuated, and the circular edge of the 
tube was drawn down so as to project beyond the vulva. A thin strip of 
tissue was removed from both the anterior and posterior vaginal walls for 
microscopic examination. 

The hymeneal tissue showed the typical appearances described by Blair 
Bell. The vaginal wall was covered by epithelium, consisting partly of 
stratified cells and partly of high columnar richly muciniferous cells. In 
some places the columnar cells are super-imposed on several layers of 
stratified epithelium ; in other places the columnar cells are being shed soas 
to allow the stratified epithelium to appear. This appears fo negative the 
view that the stratified epithelium spreads upwards from below and 
replaces the columnar cells, but suggests that the Malpighian layer of the 
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skin first produces columnar muciniferous cells, and later on a stratified 
layer. The author suggests that the initial function of the columnar layer 
is to canalize the vagina by pressure from its mucin secretion. Several 
pseudo-glandular crypts, lined by columnar cells, and a few definite race- 
mose glandular spaces, were also found. 

The paper was discussed by Dr. Russell Andrews, Dr. Spencer, Dr. 
Stevens, Dr. Eden, Dr. Griffith, and the President. 

Dr. THOMAS WILSON read a paper on 


GELATINOUS GLANDULAR Cysts OF THE OVARY, AND THE SO-CALLED PsEUDO- 
MYXOMA OF THE PERITONEUM. 


Certain glandular proliferating cysts of the ovary are made up of solid 
jelly-like material in a multitude of small loculi with delicate transparent 
walls, which are prone to rupture and allow a free escape of the gelatinous 
contents into the peritoneal cavity. Here the gelatinous substance adheres 
closely to the parietal and visceral peritoneum, and even finds its way on to 
the upper surface of the liver, spleen and stomach; the omentum usually 
forms a very thick, hard plate. Such cases were formerly known as colloid 
cancer of the peritoneum or ovary, and may be conveniently termed pseudo- 
myxoma of the peritoneum ; they probably form 2 to 4 per cent. of the cases 
of ovarian glandular cysts. 

Firm gelatinous cysts of the ovary that have not ruptured are also met 
with ; but these are found usually in single and nulliparous women under 
40, while pseudo-myxoma is found most frequently in married multiparce 
between the ages of 40 and 60. 

The onset, symptoms and physical signs of pseudo-myxoma of the 
peritoneum do not differ notably from those of the ordinary glandular 
ovarian cyst, and in none of the six cases here related was there any 
symptom or sign of previous perforation or rupture of the cyst wall; 
neither was the peculiar nature of the ovarian affection suspected in any 
of them until the abdominal incision was made. 

The affection of the ovary is unilateral, the pedicle usually well formed, 
the Fallopian tube and mesovarium generally unaffected. The gelatinous 
substance contains pseudo-mucin, the cysts are lined by a single layer of 
typical secreting epithelium. The parietal and visceral peritoneum in 
contact with the effused jelly may be unchanged, but usually shows signs 
of chronic irritation due to attempts to absorb or encapsule the gelatinous 
substance. In a certain number of cases true implantation metastases with 
living and active secreting epithelium are found either on the surface or in 
the spaces of the subserous tissues. In one case seen in the post mortem 
room, and apparently belonging to this group, a large, gelatinous, meta- 
static growth was found in the middle lobe of the right lung. 

The treatment, formerly very unsatisfactory, appears to have improved 
considerably of late years. Paracentesis is useless and highly dangerous. 
The most important point is to remove the gelatinous material as com- 
pletely as possible, and this is best accomplished by copious flushing with. 
normal saline solution, which causes the jelly to swell up and become 
loosened from its attachment. Even in favourable cases the prognosis as 
regards freedom from recurrence must be doubtful, since small collections 
with living epithelium may lurk unobserved in some of the recesses of the 
peritoneal cavity, and burst into renewed activity after a longer or shorter 
time. 


The notes of six cases are given, in one of which there was true meta- 
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stasis. Four of the cases have remained well after operation for periods 
varying from one to more than eight years. A chronological list of refer- 
ences is appended. 

The paper was discussed by Dr. Russell Andrews, Dr. Munro Kerr, Dr. 
Herbert Spencer and Dr. Eden. 


GLASGOW OBSTETRICAL AND GYNASCOLOGICAL SOCIETY. 
Meeting held October 23 1912. 
The President, Dr. Linpsay, in the Chair. 


Dr. A. W. Russell showed—(1) Three ovarian cysts obtained from cases 
recently operated on, the first a multilocular cystoma which had given rise 
to symptoms of dysmenorrhoea, dysuria and painful defcecation ; second, a 
unilocular cyst which gave rise to great distress and abdominal distension, 
the heart being displaced upwards; the tumour was adherent to abdominal 
wall, omentum, bowel and pelvic organs; third, a unilocular cyst; the 
abdominal swelling had existed for two years and had lately grown much 
larger. Recovery in all three cases was normal and uninterrupted. 
(2) Soft cancer of uterine body; menopause 18 years ago; symptoms 
1} years; no loss of flesh. The cancer had invaded the myometrium to 
within 1mm. of the peritoneum. There were also two small fibroids 
present in the specimen. A microscopic section was shown. 

Dr. W. D. Macfarlane showed—(1) Uterus with fibroids undergoing 
necrobiotic changes, two sections of which were shown. (2) Uterus and 
fibroids impacted in pelvis causing bladder and rectal symptoms. (3) 
Papilliferous ovarian cyst which had given rise to no symptoms; no 
histological evidence of malignancy. (4) Gonorrhceal salpingo-édophoritis. 
(5) Uterus with submucous fibroid removed post mortem; death from 
anzemia and suppurative nephritis. 

Dr. W. Ritchie showed—(1) Uterus with fibroids. (2) Tubercular sal- 
pingitis ; peritoneum was found studded with tubercles, and hysterectomy 
was done on account of fibroids present. 

The PRESIDENT then delivered his address on 

THE Ovum IN RELATION TO STERILITY AND ABORTION. 
After thanking the Society for electing him to the office of President, 
Dr. Lindsay claimed to base his address on some problems of obstetrics and 
gynzecology from the point of view of the general practitioner, who, as the 
family physician, is in touch with the state of health and general medical 
history of the patient. He pointed out the value of the knowledge of 
family history and of impressions gained in the course of long experience. 
He said :—I propose to submit some impressions relating to the physiology 
and pathology of early pregnancy along with evidence which appears to 
give them some degree of plausibility. It is common knowledge that for 
some child bearing ceases years before the cessation of menstruation ; only 
very occasionally is it continued up to the menopause. It is common 
knowledge also that there are sometimes long intervals between the birth 
of children during which health is normal and there is evidently nothing to 
prevent conception. What is the nature of this incapacity for child 
bearing? Is it pathological or physiological? In cases where the cure of 
some morbid condition results in the cure of sterility, the sterility is 
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properly designated pathological. But the question is, whether the periods 
of lessened fertility which occur generally among women are of this 
character. The fact of their being common is against this being so and 
points to physiological origin. If physiological we must revise our notions 
of the relationship between menstruation and ovulation. Ovulation may go 
on in absence of menstruation ; but the converse of this, that menstruation 
is dependent on ovulation, can this be accepted ? 

Menstruation is abolished when the ovaries are excised, but that effect, 
however, need not be due to abolition of ovulation, it may be the conse- 
quence of cessation of other activities of the genital glands. A menstruat- 
ing uterus may be found associated with a newly ruptured follicle in the 
ovary, but the association is not so frequent as has beensupposed. Between 
a follicle lately ruptured, one nearly ripe and one degenerating the distinc- 
tion is not easy to make. At the best opportunities for making observations 
on the human subject are infrequent. On that account evidence derived 
from lower mammals has been given more weight than rightly belongs to 
it. Céstrus or “ rut ” in animals is homologous with human menstruation 
inasmuch as the uterus undergoes similar changes. Céstrus is accompanied 
by ovulation, and so long as it appears to be always so the inference that 
menstruation is likewise accompanied by shedding of ova was not unreason- 
able. It has been found that in some mammals cestrus and ovulation occur 
at different times. In bats cestrus occurs in autumn, but ova are not shed 
till later, the semen being stored in the uterus during hibernation. Some 
monkeys menstruate regularly, but it is almost certain that ova are shed 
only during a brief sexual period. In the research by Leopold and 
Miranoff it was found that in 12 out of 24 cases menstruation had occurred 
without ovulation at the period preceding operation. Some of the 
phenomena of childbearing postulate a variability at different terms in the 
production of ova. Ovulation sometimes follows a periodic cycle of its 
own; usually its periodicity agrees with menstruation. If a large series of 
births be arranged according to age of the mothers, a curve is obtained 
which represents the rise and fall of fertility within the child bearing 
period. The curve rises rapidly to its maximum height between 29 and 
30 years and then falls rapidly. Age is not the only influence; it is 
modified also for a particular age and condition of life. A woman has a 
child in the early twenties, and after 10 years’ widowhood marries at 35; 
her chances of issue are greater than those of a virgin marrying at the same 
age. Something of this kind is observed in domestic animals. It seems 
clear, with respect to the lower animals, and probably is so with man, 
that the reproductive function tends to earlier disappearance when it has 
not been active at the appropriate time. This is a consideration which has 
not received the attention it deserves from those who have exercised their 
mind on the falling birth-rate. The length of the education curriculum 
affects the educated ; for them marriage falls within the period of reproduc- 
tive life that is less prolific. In this class also the lowness of the birth-rate 
is most conspicuous. Fertility is influenced by general alimentation. 
Breeders act on the assumption that feeding affects the fecundity of 
animals. One gets the impression that mode of life does modify fertility, 
that in particular ill-regulated nutrition with deficient exercise and mental 
unrest is detrimental to it. In a fertilized ovum the vitality of which is 
impaired, only a brief and partial development takes place. Between the 
sth and oth weeks is the time in my experience when abortion takes 
place, and in the great majority the decidual sac contains no embryo. 
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These sacs are lined with embryonic membrane filled with fluid, the differ- 
ence between them and the later blood moles being one of degree. Rarely 
an embryo is found small in proportion to the size of the containing cavity. 
An outstanding feature of their histology is necrobiosis, and by the same 
process I would ascribe the lack of an embryo in some abortion cases. I 
suspect that malnutrition subsequent to fertilization plays the chief part 
in the causation. 

The President was thanked for his address by the Past President, 
Dr. A. W. Russell, and this was seconded by Dr. Jardine, who agreed with 
Dr Russell in eulogizing the excellent scientific work of Dr. Lindsay. 

Dr. A. W. Russell reported that he had attended the meetings of the 
International Obstetrical and Gynecological Congress in Berlin in 
September as the delegate of the Society. He detailed the main features of 
the Congress and noted specially the excellent hospitality extended to 
visitors by the medical societies. 


ROYAL, ACADEMY OF MEDICINE IN IRELAND. 
SECTION OF OBSTETRICS. 
Meeting held Friday November 8 10912. 


The President, Dr. Purrroy, in the Chair. 


Cases illustrating the Operations of Syn'physiotomy, Pubiotomy and 
Cesarean Section. 


Dr. E. H. Tweepy exhibited a patient illustrating the three modern 
operations for the birth of the living child owing to contracted pelvis. 
Symphysiotomy was performed on one occasion, pubiotomy and Czesarean 
section on the last. When performing the Cesarean section he tied the 
tubes, as he considered the patient had suffered enough at the hands of the 
surgeon. There was no material difference between any of the operations so 
far as the time occupied in bed or stay in hospital was concerned. The 
longest stay was three weeks and the shortest a fortnight. Symphysiotomy 
was a little more difficult to perform than pubiotomy, but he did not 
agree with the general idea that the former was a painful and very difficult 
operation. The scar was about half an inch long instead of the pin-point 
scar of pubiotomy. There was not the slightest interference with loco- 
motion, and the patient on being questioned declared that she did not mind 
any of the operations, and that she was as well able to walk as ever she 
was. 

Dr. SPENCER SHEILI, asked if Dr. Tweedy could give the exact diameters 
of the pelvis in the case, as symphysiotomy or pubiotomy was usually 
applied in one class of case and Czesarean section in another. It would, he 
thought, be of interest to know why the three operations were performed in 
the order they were. 

Dr. Tweepy said, in reply, he performed symphysiotomy first because 
the diameter of the pelvis permitted it and the woman was in labour; 
pubiotomy secondly because it was the easier operation, and Czesarean 
section on the last occasion because the patient was not actually in labour, 
and he was not certain that the second pubiotomy would Have been a safe 
procedure. With regard to the sterilization, this is the first case in which 
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he had sterilized. She was very poor, and he did not, therefore, think it 
desirable that she should further endanger her life. 


Dr. R. D. PurgFoy read a paper on 


A Cask oF TUBAL, PREGNANCY WITH SEVERE SYMPTOMS WITHOUT RUPTURE, 
and also showed specimens. 


Dr. G1BBONn FItzG1pp0n said that at a first glance on removing a tumour 
of the sort, one would be justified in suggesting tubal pregnancy, but in the 
face of the microscopic report it was difficult to be satisfied. He did not 
know whether there was anything in the case to suggest that the tube had 
discharged the pregnancy and the haematoma had formed then in the tube. 


Dr. Row1eTtEe said that his examination of the specimen, as far as 
proving tubal pregnancy was concerned, was negative. On the other hand, 
he did not know that the absence of anatomical evidence was a disproof. 
The specimen showed a concentric effusion of blood as if the bleeding 
were at a definite point. He thought the diagnosis must rest on the 
history rather than on the examination of the specimen. 


Dr. TweeEpy said he thought the President in his interesting paper had 
exhausted the subject of hemorrhage of the tube. He (Dr. Purefoy) had 
shown that hemorrhage could arise without tubal pregnancy. He thought 
this fact was often forgotten. He considered that it was a pity to bring 
forward ancient authorities when dealing with a matter of this kind, 
for he believed many of the cases cited by Dr. Purefoy were obviously tubal 
pregnancies. 

Dr. SPENCER SHEILL said that in order to glean a little further informa- 
tion he would like to know if the patient suffered from any of the subjective 
symptoms of pregnancy, and if, during the operation, the ovaries showed 
any change that might support the idea of tubal pregnancy. 


Dr. Pureroy, in replying, said that when the patient came to him her 
account and the account of the case sent by the physician, together with the 
physical signs, led him to conclude that it was a case of ruptured tubal 
pregnancy, and he was surprised to find that the tube was not twisted or 
ruptured. He could not, therefore, accept the theory of torsion being the 
cause of the hematosalpinx. He was sorry to say that he did not inquire 
if any of the subjective symptoms accompanying pregnancy had been 
experienced. He would remember to examine the ovaries should he meet 
with another case of the kind. He could not agree with Dr. Tweedy that 
some of the cases quoted in his paper were tubal pregnancies. 

Dr. TWEEDY read a paper on 

STERILITY, THE SALIENT FEATURE IN GENERAL TUBERCULAR PERITONITIS. 

Sir Wiu1AM Smvty said that the paper called attention to several points 
of considerable practical importance. The first was that sterility not 
infrequently depended upon conditions which could not be diagnosticated 
by palpation alone, and could only be detected after the abdomen had been 
opened. Therefore, in cases in which it was considered advisable to operate 
for the cure of backward displacements of the uterus in sterile women a 
method in which the abdominal cavity had to be opened would be preferable 
to one in which it had not, and for that reason he had latterly adopted a 
modification of Gilliam’s method of shortening the round ligaments in 
preference to Alexander’s. The next point raised in this paper was 
whether one would be justified in going even further and recommending an 
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abdominal operation in a patient who, excepting sterility, had no 
symptoms whatever. Under certain conditions he agreed with the author 
of the paper that we are. As to uniting the severed ends of the tube after 
resection he feared that a stricture would occur. 


Dr. Soomons tegarded sterility as a disease inasmuch as in those cases 
where there was no definite pathological lesion thete was often stich a 
diseased state of mind that the patient was constittitionally ill. The 
question of sterility appeared to him a very difficult one so fat as treatinent 
was concefned. Accorditg to statistics collected by Brickniet and published 
in Sutgery, Gynecology and Obstetrics, November 1911, the operation of 
posterior division of the cervix otily gave 4 47 per cent. cure of sterility. 
If curettage and posterior division have failed to cure sterility, and there 
are no pathological conditions palpable, he asked should we persist in 
subjecting a woman to laparotomy for further diagnosis without first ascer- 
taining whether the male was the cause? As regards palpation of the 
tubes, if the tubes could be felt very distinctly some disease is always 
present. Referring to retroversion and retroflexion he always considered 
that retroversion alone without retroflexion is always associated with tubal 
disease. He thought that drainage with gauze in tubercular cases was 
better carried out through the posterior fornix instead of the abdominal 
rotite, with its attendant risk of sinus formation. He tnderstood Dr. 
Tweedy to say that he had not much success with resection of the tubes. 
He (Df. Solomons) rentembeted a case in which Dr. Tweedy resected both 
ttibes, atid the patient afterwards becatne preghatit. 

Dr. Grsson FitzGipson said that in otie case in his experience with 
rettoversion of the titetus the whole symptotn was sterility. He could not 
thake out anythitig wrong, but on doing a laparotomy he found both tubes 
diseased ih the entire length, and he decided to fetmove them. This, he 
considered, bore out Dr. Tweedy’s opinion that for rettoversion the opera- 
tion of opening the abdomen to see the state of the tubes was desirable. 
He also added that frequently the tubes were at fault in cases of sterility, 
even when nothing very definite could be made out. In another case he had 
fouhd very dense adhesions in both tubes. The likelihood of recrudescence 
of disease made ohe think thtir resection was of little use. He thought 
that in a nuftnber of cases the cause of sterility was in the tubes itt the form 
of diséase or occlusion, 

The Prestpent said that a good deal had been heatd about displaced 
ttétus and the fixifg of same in 4 correct position, ahd it appeared to him 
that all the methods had advantages and disadvantages. Failure, he con- 
sidered, was bound to follow if the round ligament was shortened and 
pregnancy afterwards took place. The same observation applied if the thin 
supports obtained failed to be of use in subsequent pregnancy. The paper 
opened up a question as to the different methods of draining the abdomen ; 
theoretically he considered the vagina should be the correct method. The 
use of moist sponges aiid care in using them was of more importance than 
we have been accustomed to think, as the less the intestines are handled 
the better for the patient. He hoped to hear Dr. Tweedy dealing with 
Secondary sterility on some future occasion. He considered the cause of 
secondary sterility of even more importance than primary sterility. 

Dr. TweeEpy, in replying, said before any serious operation was under- 
taken he considered the sterility or otherwise of the “male should be 
ascertained. He only casually mentioned ventral suspension, but the 
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discussion on this operation he considered of much interest. He thought 
that any one would be encouraged to open the abdomen in a case of one 
child sterility. He was aware that sterility was a symptom of some other 
disease, but for the matter of that so was club-foot, and yet all do not 
speak of the latter as a mere symptom. End-to-end anastomoses Sir 
William Smyly thought might cause stricture. He (Dr. Tweedy) was not 
in a position to say whether it does or does not do so, but epithelium has 
great attraction for epithelium, and it was well known that in cases where 
the tubes had been tied pregnancy had followed, thus showing the capacity 
of the tubes for becoming patent. He considered the suggestion of insuffla- 
tion an excellent one, and warned those present against making false 
passages with the prohe. Referring to the objection to drainage through 
the abdomen he preferred the abdominal to the vaginal method. He never 
experienced the formation of any sinus that persisted for more than six 
weeks. He never had a hernia following a gauze drain, and in six weeks it 
was almost impossible to see where the gauze had been placed. 
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REVIEWS OF RECENT BOOKS. 


“Kidney Diseases.”” By W. D. HERRINGHAM, M.D., F.R.C.P. With 
chapters on Renal Diseases in Pregnancy, by HERBERT WILLIAMSON, 
M.B., F.R.C.P. Oxford Medical Publications. London, 1912. Henry 
Frowde, Hodder and Stoughton. Pp. 378; illustrations 31. Price 

15/-. 


THis is a notable addition to the series comprising the Oxford Medical 
Publications. We cannot pretend here to give an expert criticism of the 
merits of the book as a whole, though they are obvious even to an 
obstetrician. The book is essentially a personal one, and, as the author 
states in his preface, is the outcome of many years of work and is 
drawn chiefly from his own hospital and from his own wards. 


As a preliminary to our consideration of the chapters on Renal Disease 
in Pregnancy, we quote the following sentences from the preface :—‘‘ But 
the largest debt of all 1 owe to my colleague Williamson. I have always 
been interested in the connection between renal disease and pregnancy, and 
years ago formed the intention that if ever I wrote a book this matter 
should be treated at length. I have been fortunate in inducing him to 
undertake this task, and every one, I think, will allow that his chapters 
contribute a very large share to the interest of our production.” Dr. 
Williamson’s chapters are four in number, viz., Renal Disease in Pregnancy 
dependent upon Toxcemia, Pregnancy and Chronic Nephritis, Heematuria 
in Pregnancy, and Pyelitis and Pyelonephritis in Pregnancy. 


The chapter on Renal Disease in Pregnancy dependent on Toxzmia 
commences with a general account of the toxeemia of pregnancy ; clinically, 
four groups of cases with well-marked renal lesions can be distinguished— 
(1) the kidney of pregnancy ; (2) eclampsia; (3) toxic vomiting; (4) icterus 
gravis gravidarum; an account of the toxic theory follows, in which the 
evidence in favour of the placenta as the causative factor is summed up. 
The main part of this chapter is devoted to the symptoms and treatment of 
the kidney of pregnancy and eclampsia; since in pernicious vomiting and 
acute hepatic atrophy the renal lesions are of secondary importance only, 
their clinical course is not described. In his treatment of eclampsia Dr. 
Williamson prefers the conservative method, and discusses it under the 
three headings—(1) the prevention of further convulsions ; (2) treatment of 
the fit; and (3) elimination of the toxins by the bowels, kidneys, skin and 
by bleeding. This section calls for no special comment; it presents the 
subject in a clear, orderly and consecutive manner, with the clinical aspect 
in the forefront. The warning of the dangers attendant on the administra- 
tion of chloroform in eclampsia is, in our opinion, not sufficiently strong, 
although the dangers of its prolonged administration, it 1S fair to state, are 
pointed out. 
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To the Obstetrical Treatment, Dr. Williamson devotes but two short 
paragraphs’:—‘‘ Since there are strong reasons for believing that the 
placenta is the source of the toxins it seems reasonable to induce labour. 
The particular method to be adopted will not be discussed here; such 
operations as Czesarean section, vaginal section and rapid dilatation of the 
cervix by Bossi’s dilator have their place in the treatment of exceptional 
cases ; but, generally speaking, it is not advisable to adopt any operative 
measures which immediately endanger the life of the mother.’’ A detailed 
description of the operative treatment would be out of place in a book of 
this sort, but the sentences are quoted to show the writer’s views. 

The chapter which we have read with greatest interest, and from which 
we have derived most profit, is that on Pregnancy and Chronic Nephritis. 
When a pregnant patient presents herself with albumen and tube casts in 
the urine, ‘‘ it is at first doubtful whether the case should be classed as one 
of toxemia or of chronic nephritis in which the symptoms have become 
aggravated as the result of pregnancy.” How is this point to be settled? 
Dr. Williamson relies entirely on clinical examination and on past history. 
‘‘ On enquiring into the patient’s past history it is ascertained that some 
years previously she suffered from scarlet fever followed by an illness in 
which oedema was a marked symptom ; as far as she is aware she got quite 
well and remained in good health until she became pregnant. Investigation 
discloses some degree of cardiac hypertrophy with an unusually high blood- 
pressure, and sometimes it is possible to ascertain that the quantity of 
urine passed has been above the average, that its specific gravity has been 
low, and that it has contained a trace of albumen. If all these data are 
available the case becomes clear.’’ We should like to have found 
here some discussion of the diagnostic value to be obtained from a detailed 
analysis of the urine with regard to the partition of its nitrogenous con- 
stituents. We admit that, so far, the value of such an analysis is not fully 
demonstrated, but nevertheless, since it seems that future work lies along 
these lines a discussion of it, however little faith the author places in it, 
should have been included. 

The subject of Chronic Nephritis is studied from two points of view—(1) 
the effects of pregnancy upon chronic nephritis, and (2) the effects of 
chronic nephritis upon pregnancy. The former is naturally the more 
important, and Dr. Williamson ably discusses the two great issues involved, 
viz., should a woman with chronic nephritis marry, and, if she became 
pregnant, should the pregnancy be terminated. 


The account of Pyelitis and pyelonephritis is in every way excellent, and 
these conditions have evidently a special interest for the author. In 
discussing the three possible routes of infection (by an ascending infection 
from the bladder, by the blood-stream and by the lymphatics) he does not 
conclude in favour of any one: ‘‘ We conclude that the organisms do not 
necessarily reach the kidney by the same route in every case, and that the 
clinical and experimental evidence available point to the possibility of 
infection in each of the three ways discussed.”” Dr. Williamson believes © 
in the efficacy of autogenous vaccines and uses them in all cases. 


We have read these chapters with great profit. They present the whole 
subject in an extremely lucid and comprehensive manner; we know of 
nowhere else where such a complete and consecutive account of renal disease 
and pregnancy can be obtained. E.H. 
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‘‘ The Internal Seeretory Organs: Their Physiology and Pathology.” By 
Professor Artur Biept. English translation by LINDA FORSTER ; 
with an introduction by LeonarD WiLiiaAMs, M.D., M.R.C.P. Pp. 
586+ viii. John Bale and Sons, and Danielsson Ltd., 1912. Price 
ai/-. 


a few years ago a review of a monograph on the organs of internal 
ion would have been considered out of place in a journal devoted to 
he study of obstetrics and gynecology. But the old order of things is 
anging, and the new school of gyneecology and obstetrics is ealling to its 
aid-in the fortification of established positions and in conquest of fresh 
territory pathological and physiological research of a highly technical and 
far-reaching character. No longer can the gyn;ecological specialist of to- 
day consider that his activities are defined by anatomical boundaries. He 
is less than ever merely what the ancients describe as ‘‘ a doctor below the 
belt.” This being s0, we welcome the opportunity of noticing in our pages 
such a well-known work as the one under consideration. 

The volume is divided into two parts. The first is imtroductory in 
character, while the second deals in detail with the various organs of 
internal secretion. All writers on these organs attempt to define an 
‘internal secretion,’ but we cannot help thinking that no very apt defini- 
tion has yet been given. This author argues round the subject, and leaves 
us with the idea that he himself has not quite made up his mind. It 
seems unlikely that any definition can be satisfactory until it is agreed 
that a true ‘internal secretion’ is a normal process—that is to say, it is 
not called into action by adventitious pathdlogical conditions. 

In regard to Part Il, we think that Professor Biedi’s method of 
division or classification is weak, and obviously merely a matter of 
expediency. However, the author himself makes ample apology. 

In the account of the ‘‘ Thyroid apparatus” it is stated that “‘ the 
generally accepted view to-day (Pineles, v. Frankl-Hochwart, Chvostek) is 
that all forms of clinical tetany are of parathyreid origin ”’ (italics, 
reviewer’s). We fancy the physicians will have just cause to dispute such 
a sweeping assertion. 

We must also take exception to the statement made with reference 
to post-operation myxcedema that ‘‘ in women menorrhagia is an unfailing 
accompaniment of athyrosis. Should pregnancy occur, as it sometimes 
does, the signs of athyrosis will be greatly intensified.” 

After the ‘“‘ Thyroid apparatus” the ‘‘ Thymus gland ” is discussed, 
and we note an interesting statement in regard to thymectomy: namely, 
that it has been observed that this operation leads to an increased calcium 
excretion which is followed by bone softening. We think a little further 
analysis of this finding would have been useful. It is probably not right 
to deduce from this statement, as we are left to do, that it is the internal 
secretion of the thymus which produces calcium retention in the bones. 
We cannot here discuss the probable correlations necessary to effect this 
end; but the whole argument as presented seems to be upset by the fact 
that the thymus (probably all of it) atrophies in old age when the bones 
become more caleareous and hard, instead of the reverse. 

Under the “ Suprarenal system ” we find a very full and illuminating 
discussion regarding the relative importance of the cortex and medulla 
in the maintenance of life. The author, who has worked extensively on 
this subject, believes the cortex to be the more important structure; and 
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this seems to be borne out by his experiments. These, however, lack 
confirmation. 

The relation of the cortex of the suprarenal to the sexual organs, and 
of hyperplasia of the cortex to sexual precocity, which has been described 
by many observers, receive brief consideration. 

The similarity of the histological appearances of the cells of the corpus 
luteum to the suprarenal cortex is mentioned. But we think that mere 
similarity of appearance, and the fact that the corpus luteum has been 
mistaken for a suprarenal rest is hardly worth consideration unless more 
physiological importance can be attached to the fact. 

The ‘“‘ Hypophysis cerebri ”’ is on the whole rather unevenly considered ; 
but as the book was written in 1909 this, perhaps, is not to be wondered at. 

The view held by some that aplasia of the genital glands is responsible 
for the onset of acromegaly is unworthy of the amount of space given to it. 
And we are somewhat surprised to find the author “ sitting on the fence ” 
in regard to it. There is overwhelming evidence against such a view. 
The genital atrophy is undoubtedly a coincidental effect or a sequel, and 
not a cause. 

A summary of all that is known of the “ Pineal body ” follows, and 
mention is made of work the author has in hand in regard to it. 

In the section devoted to the ‘‘ Generative glands ”’ we find a formal 
disquisition on this subject without meeting with much that is satisfying 
or refreshing. One gets the impression here, as in other parts of the 
book, as is only inevitable, that concerning those special fields of enquiry 
in which the author has tilled we have lucid and _ well-digested 
studies, whereas in those portions of the work which are more or less 
compilations perspective is lost sight of and no lead is given to the waverer. 
Thus in this section the important function of menstruation receives scanty 
notice—merely a word here and there. 

Next the internal secretions of the pancreas and of the intestinal and 
gastric mucosa receive a justifiable amount of attention. But the final 
section on the “ Internal secretion of the kidney ” is not a triumph of 
conviction or consistency, and we are left in a state of sombre resentment 
against those who multiply the silent mysteries of our already sufficiently 
complex science. 

The author fully realizes the importance of the inter-relation between 
the organs of internal secretion, but nowhere does he consider them as a 
combined system. This might well be done in a final section. It would 
give us a chance, too, of gaining an impression, which we have sought 
for throughout, that the author has the codrdinated grip on his subject 
which is the chief characteristic of the master-mind. 

What has been said must not be taken in disparagement of the work as a 
whole. Any such attempt would necessarily fail. This volume is a 
monument to itself; and it is for the time being a classic. It is the most 
complete attempt to set forth what is known of the internal secretions 
yet accomplished. For that alone Professor Biedl deserves universal 


thanks, and congratulations that he has so well succeeded. It is only after — 


reading such a work as this that we realize how extremely limited is our 
knowledge concerning these problems, and how difficult must be the task of 
discussing them satisfactorily. 

We may, perhaps, be allowed to make one or two suggestions in view of 
future editions which we hope will be called for eventually. Firstly, the 
book would be enormously improved with some illustrations, especially 
photomicrographs. Secondly, a work of this sort is useless for reference 
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unless it has a good index; this volume has none. Thirdly, we have just 
cause to grumble that the work of British investigators is entirely ignored 
or relegated often most unfairly to a subsidiary position; whereas the 
fullest—often too full—credit is given to the work of Continental authorities. 

The author is much to be congratulated on his translator. Highly 
technical German is not easy to translate, and it is impossible to put it into 
interesting English. But Mrs. Forster’s translation appears to be an accurate 
and sympathetic rendering of the original. We noticed very few slips. 
’ The plural of spermatogonium is incorrectly given as ‘‘ spermatogonice ”’ 
instead of ‘‘ spermatogonia.’’ Also ‘‘ athyreosis ’’ is probably more correct 
than ‘‘ athyrosis,” and similarly ‘‘ hyperthyreosis ” rather than ‘‘ hyper- 
throsis.’”” On page 414 the acids found in the urine in acid intoxication are 
given as aceto-acetic, diacetic and B-oxybutyric acids. Aceto-acetic and 
diacetic acid are of course synonyms for the same chemical compound. 

In conclusion, we must thank Dr. Leonard Williams and the publishers 
for bringing this book in an accessible form before the English-speaking 
members of our profession. No one interested in any branch of medicine, 
especially in gynzecology, can afford to pass it by unread. W.B.B. 
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